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AN APPROACH TO THE IMPROVEMENT OF CLINICAL 
PSYCHOLOGICAL REPORTS 


NORMAN TALLENT 


Veterans Administration Center, Kecoughtan, Virginia 


INTRODUCTION 


In the conduct of his diagnostic duties the clinical psychologist invests a sub- 
stantial portion of his time in the preparation of psychological reports. Whether 
such investment of time, and indeed whether the time spent in diagnostic testing is 
justified, depends upon the effectiveness with which the psychologist is able to com- 
municate his findings. It is surprising then, that investigations concerned with the 
elicitation of psychological data number in the many thousands whereas only a hand- 
ful of writings have dealt with the problem of how such data may be communicated 
so as to be maximally useful. Ten years ago Taylor and Teicher“) commented: 
“Clinical psychology, unlike allied practices which are directed toward the under- 
standing and treatment of the individual, appears to have given little systematic 
study to the manner in which test findings are organized and formulated to provide 
necessary records and to render the data easily and fully understood by professional 
associates. The many well written, well thought out psychological reports found in 
current practice appear to stem from individual intuition or individual study of the 
problem of recording, rather than from a commonly accepted system.” This state- 
ment is no less true today. 

The purpose of this paper is to focus attention on the problems of report writing 
and to attempt to increase interest in the experimental study of clinical reports. With 
these objectives, the approaches to the improvement of clinical writing which have 
already been used will be reviewed. Then, the perennial problem areas in clinical 


writing will be discussed. Many of these have been noted in the literature, particu- 
larly by Hammond and Allen“, and/or in practicum situations. Finally, proposals 
will be made as to several research approaches which might be used to add to and 
modify those writing practices which have been gained through clinical experience. 


REVIEW OF APPROACHES TO THE IMPROVEMENT OF CLINICAL WRITING 


Most of the writing dealing with clinical reports has been of the “‘How to write 
a psychological report” sort ® * § 1, the implication in a number of these papers 
being that the technique of report writing has been established to everyone’s satis- 
faction and needs only to be taught to the novice. To be sure, the rules of rhetoric 
and the accepted principles of good writing have as much validity for clinical reports 
as for other writing. In addition, experience in writing psychological reports has 
taught many effective means for communicating psychological findings. To be yet 
determined is the extent to which experience has led to tradition in clinical psycho- 
logical communication, and the extent to which not-very-meaningful material and 
not-very-effective organization have become ritualized in the reports of many 
psychologists. 

Several studies exemplify the sort of experimental approaches that are likely 
to lead to improved practices in the writing of psychological reports. Grayson and 
Tolman“ investigated the extent to which psychologists and psychiatrists have a 
common understanding of a number of terms which are widely used in clinical writ- 
ing. The findings were that psychologists and psychiatrists tend to differ in their 
understanding of such terms. It is apparent, then, that written communication be- 
tween psychologist and psychiatrist is impaired where the writer and the reader 
differ in their understanding of technical words. Davenport? found severe short- 
comings in the ability of psychologists to select typical TAT interpretive statements 
which discriminate among patients. Impeding factors were the tendency to apply 
ambiguous statements or statements which could be applied to any adult male. 
Such findings are of value in determining the type of interpretive remarks which 
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contribute to meaningful communication in psychological reports. Dailey °) meas- 
ured the effectiveness with which psychological findings are communicated by de- 
termining the extent to which report readers agreed upon inferences for treatment, 
and also the extent to which treatment decisions differed from previous ideas ex- 
pressed by the readers concerning treatment for the “average neuropsychiatric 
patient.”” He further obtained measures on some correlates of writing style with 
treatment decisions. The approach of Sargent “®? differed from the above studies 
in that rather than focusing on the efficiency with which discrete elements are com- 
municated, she concerned herself with the reader’s preference as to how a report 
should be written. She proposed that consumers of psychological reports compare, 
with respect to understandability, completeness, coherence, and logical relevance 
several different ways of reporting test findings. This orientation to the study of 
reports is perhaps best identified as the method of popularity. 


PROBLEM AREAS 


The problems of report writing may be defined in terms of the objectives of the 
report. As seen by the present writer, the psychological report has, or should have, 
two main purposes. First, the report should be functional. It should convey the 
psychologist’s findings to someone who will responsibly use this information. It 
should contain from the psychologist’s supply of valid data only so much as is relevant 
and meaningful to the intended reader or readers and can be presented so as to be 
maximally understandable. A second objective of the psychological report is that it 
lend itself to research use. To further these ends, the study of psychological reports 
can conveniently be subdivided into three identifiable problem areas: problems of 
the content of reports, problems of the style (including organization) of reports, and 
problems of standardization of reports. 


CONTENT 


The content of a report is all the material which the psychologist makes avail- 
able with the intention that it be communicated to some reader or readers. Content 
therefore may include any number of specific topics: a description of the client’s 
facial expression, a recommendation for treatment, a diagnosis, an F+ %, a dis- 
cussion of unconscious fantasies, or speculations as to probable behavior under 
more or less clearly defined circumstances. The manner in which research can con- 
tribute solutions to the problem of what content a psychological report should con- 
tain is discussed in a later section of this paper. For the time being, let us illustrate 
the nature and extent of this problem by listing some frequently raised questions 
centering about the appropriateness and value of some topics and classes of data 
which are often found in psychological reports: 


Should the report contain facts about the client’s background and status 
which are available through a social history or through interview? 

Should the report tell of the client’s clinical behavior? If so, what behavior 
and in how much detail? Should the psychologist include only sufficient data 
so that a judgment concerning the validity of test results can be made, or 
should other significant material, e.g., talk of suicide, evidence of hallucinatory 
experiences in the past, the content of delusions, or inappropriate affect, be 
included? 

Should the psychologist report impressions or inferences gained from clin- 
ical behavior? 

Should test scores and/or relations among test scores be reported? If so, what 
scores? For example, should the psychologist report 1Q’s, percentiles on per- 
sonality tests, Rorschach psychograms, conceptual quotients, Wechsler’s per 
cent of loss (deterioration), or intelligence test scatter? 

Should “raw findings,” other than scores, be used to support or illustrate 
the psychologist’s interpretations, e.g., the errors made on the Object Assembly 
test, the manner in which the client holds the Rorschach cards, a description of 





AN APPROACH TO THE IMPROVEMENT OF CLINICAL PSYCHOLOGICAL REPORTS 105 


the client’s “perplexity”’ and “impotence” in responding to the Rorschach, or 
verbatim responses to test stimuli? 
Should genetic content or contemporary content be favored in the report? 
Should a diagnostic impression be rendered? 
Should recommendations be made? 
Should there be a summary statement? 


STYLE 


The style of a report includes a number of considerations. Among these are to 
be found the elusive and personal characteristics which distinguish the writing of 
both good and bad writers. The salient features of some of these characteristics can 
be described by adjectives such as “‘light,’” “heavy,” “lucid,” “involved.” Sentence 
structures and paragraph structures similarly yield to adjectival description and 
the overall readability may be gauged by methods such as those of Flesch. It is 
understood in this discussion that all of the principles of good writing are of concern 
to the psychologist, and also that each psychologist has a practical limit beyond 
which the basic aspects of his style will not improve. It is not primarily these in- 
dividualistic features, however, which make proper topics for study where the ob- 
jective is to improve clinical reporting. Our major interest in this area should be 
those stylistic features which are peculiar, or largely peculiar, to clinical psycholo- 
gical writing. Of special interest to clinical reporting is the matter of vocabulary; 
whether, for example, technical or nontechnical terms are to be used in communi- 
cating with colleagues in psychology or in allied disciplines. If technical, does this 
mean the vocabulary of the psychological laboratory, with its relatively precise 
meanings, or the vocabulary of some psychoanalytic ‘“‘school’’? The optimal length 
of reports and such issues as literary style versus scientific style are also of special 
interest to the psychologist. 

The organization of a psychological report, a topic of major importance, refers 
to the physical arrangement of the report and the area of the report where the var- 
ious data being presented are best discussed. Included under the problems of organ- 
ization are such matters as spacing, the use of headings, and the division of the re- 
port into sections. A major question in this latter area is how to divide a report into 
psychologically, as well as logically meaningful sections. Into how many sections 
should a report be divided to meet that objective and what contents are they to in- 
clude? How readily can a conflict between psychologically meaningful sectioning 
and logically meaningful sectioning be recognized? Is it true, as is sometimes al- 
leged, that reports which are sectioned into a number of parts do violence to the 
reader’s attempt to understand the ‘“‘whole person?’’? Sometimes specific aspects of 
content are difficult to place under an appropriate heading in an otherwise well sec- 
tioned report. If, for example, a report is divided into “‘intellectual aspects’’ and 
“emotional aspects,”’ in what category shall be placed such topics as a discussion of 


delusions or autistic thinking? Such a dilemma can suggest the need to search furth- 
er for a meaningful plan of sectioning. 


STANDARDIZATION 


The human personality is a complex phenomenon which embodies many in- 
dividual traits, nuances, and important subtleties. It cannot be adequately des- 
cribed through the use of a check list of traits or descriptive phrases. Yet the possi- 
bilities of introducing a greater degree of discipline and standardization bear ex- 
ploration. In advocating that psychological reports be more standardized, it is re- 
cognized that both the peculiarities of the situation where the report is needed and 
the requirements of the individual case must be respected. The intended consumer 
and his purpose in seeking a psychological evaluation probably are the greatest fac- 
tors in determining the content and style of a report. It hardly needs comment that 
an identical report would not do for (say) a psychoanalyst of known persuasion, a 
personnel manager, a judge, and a school counselor. Consumers of psychological 
reports differ not only in their training and understanding but also in the uses to 





106 NORMAN TALLENT 


which they put psychological information. Further, the psychological examiner is 
often presented with certain specific questions or asked to illuminate certain specific 
problems. Especially prominent and relevant unique data which the psychologist 
feels he should pass on are from time to time found in test protocols. 

These considerations do not argue against report standardization. They simply 
make clear that it might be advisable to formulate a number of psychological report 
formats, each specific to a certain kind of consumer or practical requirement, and 
that no format be so rigid as to fail to allow the psychologist to communicate all 
relevant data. The present lack of standardization in report preparation probably 
impedes both clinical practice and research. It might also be added that the protean 
forms psychological reports take add to the task of teaching report writing to the 
trainee. 

It is urged that the psychological examiner gains from a standardized approach 
to report writing because his task is more clearly defined than when he prepares 
highly customized reports based on the fortuitous findings of his test battery. When 
his objective is to find and communicate information about certain definite person- 
ality variables, he constructs his test battery and evaluates his findings in accord- 
ance with this requirement. His writing task is simplified because he knows clearly 
what he wishes to communicate and how his information should be spatially ar- 
ranged in his report. Several reasons may be advanced as to why the consumer of 
psychological reports would gain from a standardized approach. Perhaps most im- 
portantly, irrelevant material is more likely to be excluded. Reports thus unclut- 
tered would be expected to be not only more readable and meaningful, but in many 
instances to approach a more merciful length. A less apparent value of a standardized 
approach to report writing is the training value to the reader. He soon learns the 
sort of data psychologists are able to supply, knows what to expect, and at what 
points in the report various data appear. Standardized reporting could contribute 


to the growth of the clinical method in psychology by focusing upon and singling 
out for study those personality variables which are clinically relevant. The avail- 
ability of several types of standardized reports would also be expected to facilitate 
much research on the writing of reports just as the identification of effective content 
and style would be expected to lead to increasingly useful standardization. 


A ScHEME OF RESEARCH APPROACHES 


Basic research in semantics, as well as the tried and taught methods of rhetoric, 
have much to contribute to the improvement of psychological report writing. The 
present purpose, however, is to focus on what might be called applied research in 
report writing. Specifically, it is proposed that psychological reports are profitably 
studied in terms of their acceptability to psychologists and to report consumers, an 
approach called here the method of popularity, and in terms of the understandability 
of the psychologist’s report to the consumer. 


POPULARITY 


An approach to systematic research in psychological report writing would be 
wasteful if it neglected the vast experience already had in this area. Advice given in 
the ‘‘How to write a psychological report” vein indicates that the points developed 
meet the requirements of some author, and probably also represents the distilled ex- 
perience of many psychologists. Advice given on clinical writing obviously has sur- 
vived some test of both popularity and merit. A somewhat more advanced effort 
would deliberately call for the assistance of a number of qualified persons, such as 
psychologists and consumers of test reports, in establishing the desiderata of psycho- 
logical reports. These persons might be asked to contribute their opinions either as 
individuals or as members of committees constituted for this purpose. The consumer 
of psychological reports would be expected to identify as desiderata psychological 
content which he requires, and aspects of content and style which he feels makes the 
report more understandable to him. 
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The psychologist might try to separate in his thinking the idea of what he 
thinks he should give the consumer in the way of a test report—what he thinks is 
‘good for him,” so to speak, or perhaps the sort of report he would like to get, from 
the idea of the sort of report he thinks his consumer would like. The latter idea 
might be based on the psychologist’s conception of his consumer, his beliefs concern- 
ing such matters as the uses to which the consumer puts the report, the information 
the consumer seeks from the report, and the consumer’s level of psychological train- 
ing and sophistication. The beliefs the psychologist has about his consumer and the 
way the psychological report is used might therefore be investigated along with the 
psychologist’s listing of desiderata. Some rationale for report writing might thus 
emerge, although preferably more objective information concerning report con- 
sumers and their use of psychological reports should replace the psychologist’s be- 
liefs. In addition to experiments which elicit unrestricted expressions of desiderata 
for psychological reports, popularity may be determined through experiments in 
which the subjects (i.e., psychologists, report consumers) are given the opportunity 
to express their opinions on complete psychological reports, particular aspects of 
content or sty'e, or proposed desiderata. Evaluation of preferences can be accomp- 
lished in a nuinber of obvious ways such as approving or disapproving, comparison 
with a linear scale, or ranking. 

A knowledge of the areas of agreement which exist within and between pro- 
fessions over the desiderata of psychological reports would be expected to be quite 
meaningful to clinical practice. It would be worthwhile to know, for example, how 
much agreement exists among psychologists as to what is a ‘‘good’”’ report, what is 
desirable content, and what are the features of desirable style. Do nonacademic 
clinical psychologists agree on these points with their academic colleagues? To what 
extent do psychologists and psychiatrists agree on the quality of psychological re- 
ports? A study might be done in which psychologists and psychiatrists rank a series 


of psychological reports according to their evaluations of relative quality. Com- 
parisons of the rankings between psychologists, between psychiatrists, and between 
psychologists and psychiatrists might have-important implications for clinical 
practice. 


UNDERSTANDABILITY 


The understandability of a psychological report refers to the degree of success 
which a psychologist has in communicating his findings to his reader. The problem 
is to determine the manner in which various aspects of style and of content are re- 
lated to reader comprehension. The methods of measuring understandability pro- 
posed here are in addition to the generally applicable methods of gauging under- 
standability, such as Flesch techniques and review by experts on English composi- 
tion. Understandability is determined by observing the degree to which various sub- 
jects (e.g., psychologists, psychiatrists, school counselors) achieve common under- 
standing of parts of psychological reports, e.g., the meanings of technical words as 
studied by Grayson and Tolman, or of entire reports. A number of research designs, 
incorporating various measurement techniques, can be devised to test such agree- 
ment. Thus the subject can evidence his understanding by writing definitions, 
interpretations, making behavioral inferences, or making treatment inferences. 
With more pedagogical techniques he may indicate his understanding by selecting 
from a list of statements those which are consistent with a report, by true-false, or 
multiple choice tests. Quite practical inferences for clinical practice might be gained 
by measuring the levels of agreement among psychologists, among report consumers 
in various fields, and between psychologists and report consumers. 


INTEGRATION OF RESEARCH AND PRACTICE 

The values and limitations of the several proposed research approaches need 
clarification in order to guide investigation in this area and to encourage the proper 
clinical application of findings. The popularity approach, in particular, requires 
careful scrutiny. The most obvious merit of the popularity approach is that it calls 
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upon accumulated experience and helps to crystallize attitudes. Particularly where 
psychologists or report consumers establish lists of desiderata through committee 
work, the popularity approach facilitates the organization of independent atti- 
tudes, which may be good in themselves but singly not of great advantage to form- 
ing insights into report writing. The popularity approach is valuable as a source of 
hypotheses on the understandability of various aspects of content and style. The 
interdisciplinary application of this approach is a further major advantage. It aids 
the psychologist in understanding his reader and gives the reader some idea as to 
what the psychologist considers important. The ‘‘seller’’ might therefore be better 
able to give the “‘customer” what he wants. This latter merit also has major poten- 
tial liabilities if used indiscriminately. It might be both poor judgment and violation 
of ethical principles to give the consumer of test reports what there is reason to be- 
lieve is “not good for him,”’ in spite of his wishes. Reference to a hypothetical re- 
search study will clarify this point. 

Let us assume that among a certain group of report consumers the sentiment 
is clearly expressed that verbatim Rorschach responses be included as illustrative 
material in support of certain conclusions in the report. Let us further assume that 
another aspect of the same study discloses one of the following: (a) low reliability 
among a sample of psychologists concerning the psychological meaning of Rorschach 
responses out of context of the test protocol, (b) low reliability between a sample 
of psychologists and the group of report consumers concerning the psychological 
meaning of these responses, or (c) low reliability among the group of report consum- 
ers concerning the psychological meaning of the Rorschach responses. One would 
conclude from situation (a) that verbatim Rorschach responses, out of context of the 
total test protocol, are not apt illustrations for the conclusions they try to support 
since there is poor agreement among psychologists concerning the meaning of the 
data. One of the conditions for obtaining valid personality inferences from tests is 
that experts on the test show high reliability among themselves in their interpreta- 
tions. Where this is not the case, it is contrary to coded ethics of the APA“: 2" to 
present the material as valid findings. In situations (b) and (c) the conclusions are no 
less clear. In both of these instances the chances are slim that a given psychologist 
will communicate to the consumer of his report the meanings he sees in the Ror- 
schach responses. At best, it can be hoped that communication will not be impeded 
because the report consumer accepts on faith that the Rorschach responses used as 
illustrations validly support the conclusions the psychologist intends them to sup- 
port, a situation which makes the illustrations superfluous. 

Experiments on understandability are an essential aspect of a systematic re- 
search program in clinical writing in view of the noted limitations of the popularity 
approach. The measurement of understandability can most effectively be used when 
combined with the popularity method, it being presumed that reports having high 
understandability will also prove to be popular, though the use of preferred con- 
tents and style might not necessarily result in high understandability. 


SUMMARY 


The paucity of study on the communication of clinical data was contrasted to 
the importance of effectively making available to report consumers the psycholo- 
gist’s relevant findings, it being noted that the psychologist’s data are no more mean- 
ingful than his ability to transmit them to his readers. The methods which have been 
used to improve clinical writing were then reviewed and current problems in the 
area outlined. Finally, a scheme of proposed research approaches to the improve- 
ment of psychological report writing were presented together with a discussion of the 
integration of research findings on this topic with clinical practice. 
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SOURCES OF AMBIGUITY IN PSYCHOLOGICAL REPORTS 
CARLOS A. CUADRA AND WILLIAM P. ALBAUGH 


Veterans Administration Hospital, Downey, Til. 


PROBLEM 

The psychological test report occupies a unique position among the services of 
psychologists in a clinical setting, and perhaps because it involves the use of pro- 
fessional skills not held in common with other disciplines, it is often used as the 
chief measure of the psychologist’s contribution to the psychiatric team. In spite of 
this prominent role in the total diagnostic study of the patient, relatively little re- 
search has appeared which bears on the adequacy of psychological reporting per se. 
The research to date has been largely concerned with the nature and form of psycho- 
logical reports“ * ®, the use to which they are put by other professional workers 
(4. 2, 8) or with somewhat impressionistic evaluations of psychological reports by 
various professional disciplines“). No published research has dealt directly with the 
basie problem of communication, the effective transmission of ideas through the 
psychological test report. 

The purpose of the present study was to investigate the degree and manner in’ 
which psychological reports communicate to the reader the findings and impressions 
of the report writer and to pinpoint problem areas so that specific recommendations 
could be made toward improved communication. The need for such a study was 
recognized as a result of problems arising in the training of psychology interns, m any 
of whom experienced considerable difficulty in learning to write reports free from 
major ambiguities. It was recognized from the outset that ambiguity is not an in- 
herent quality of psychological reports; rather it is the product of a particular re- 
port and a given reader. For this reason it was decided to compare the report-read- 
ing behavior of a number of professional groups ordinarily having access to psycho- 
logical reports: staff psychologists, psychology trainees, psychiatrists, social workers, 
graduate nurses, and student nurses. 


PROCEDURE 
Four psychological test reports (from the psychology department file of re- 
cently-completed cases) were selected for evaluation. Each was the end-product of 
the usual intensive supervisor-trainee conference aimed at a thorough understanding 
of the patient tested and at the clear communication of this understanding by writ- 
ten report. Each of the reports had been written by a different trainee under a 
different staff supervisor. The trainees’ clinical experience ranged from one to three 


years. The four reports were felt to be a representative, although not random, sample 
of psychological reports at this station.’ 


‘Two Veterans Administration Area Chiefs judged the reports as quite typical of those written in 
their areas and of “good” quality. 
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For each report a series of multiple-choice items was constructed dealing with 
statements made or areas discussed in the report. An attempt was made to provide 
alternatives which constituted plausible, although often contradictory representa- 
tions of statements in the report. Content ranged from descriptions of appearance 
and behavior to interpretations of underlying problems and security systems. 

The questionaire for patient 1 is presented in Fig. 1. 


Fic. 1. ILLUSTRATIVE QUESTIONAIRE ANSWERED BY REPORT READERS FOR PATIEN nT 1. 





2 





The p patient's physical appearance shows: 

1) meticulous attention to grooming 

2) good grooming, but no special 
effort in this regard 

3) little attention to personal appearance 

4) marked inattention to personal appear- 
ance 

5) NONRATABLE OR 
No INFORMATION GIVEN 

Her ward behavior shows: 

1) a great deal of sociability with other 
patients 

2) a fair amount of sociability with other 
patients 

3) very little sociability with other 
patients 

4) almost complete isolation from other 
patients 

5) NONRATABLE OR 
No INFORMATION GIVEN 


Her attitude toward the test could best be | 


described as: 
1) negativistic 


2) compliant on the surface but hostile 


underneath 
3) neutral 
4) interested 
5) very much interested 
6) NONRATABLE OR 
No INFORMATION GIVEN 
Her behavior toward the examiner was: 
1) openly hostile and suspicious 
2) compliant on the surface, but negativis- 
tic and suspicious underneath 
3) friendly and compliant 
4) over friendly 
5) NONRATABLE OR 
No INFORMATION GIVEN 
The patient’s behavior during the testing 
was: 
1) appropriate 
2) generally normal but occasionally pecul- 
iar 
3) generally quite bizarre 
4) NONRATABLE OR 
No INFORMATION GIVEN 
Her basic intelligence is: 
1) superior 
2) above average 
3) average 
4) below average 
5) NONRATABLE OR 
No INFORMATION GIVEN 
There is .... impairment from organic 
causes: 
1) a great deal 
2) some 
3) none 
4) NONRATABLE OR 
No INFORMATION GIVEN 


Her thinking is unreasonable or distorted: 
1) almost all the time 
2) only in a few areas of conflict 
3) no more often than the average person's 
is 
4) never 
5) NONRATABLE OR 
No INFORMATION GIVEN 
Reality orientation is: 
1) excellent 
2) spotty, with some areas of poor contact 
3) defective, with considerable delusional 
thinking 
4) NONRATABLE OR 
No INFORMATION GIVEN 
She can relate to other people: 
1) better than most people can 
2) about as easily as the average person can 
3) only with some difficulty 
4) only with great difficulty 
5) impossible for her to do so 
6) NONRATABLE OR 
No INFORMATION GIVEN 


She sees herself consciously as: 
1) inferior and insignificant 
2) hostile and fearful 
3) intelligent and able 
4) in control of another person 
5) NONRATABLE OR 

No INFORMATION GIVEN 
Her feelings towards her father are: 
1) strongly hostile 
2) a little negative 
3) ambivalent 
4) basically positive 
5) NONRATABLE OR 

No INFORMATION GIVEN 
Femininity for her means: 
1) vulnerability 
2) sexual coldness 
3) seductiveness 
4) intelligence and protectiveness 
5) NONRATABLE OR 

No INFORMATION GIVEN 


Her fantasies are: 
1) dominated by religiosity 
2) an effective outlet for feelings 
3) dominated by aggressive and sexual 
themes 
4) used for finding solutions to problems 
5) NONRATABLE OR 
No INFORMATION GIVEN 
Her attitude toward the future is: 
1) generally cheerful and optimistic 
2) fearful and full of pessimism 
3) realistic 
4) NONRATABLE OR 
No INFORMATION GIVEN 
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The patient’s childhood was characterized 
by: 
1) loneliness and isolation 
2) dissatisfaction with intellectual achieve- 
ment 
3) warm attachment to her father 
4) NONRATABLE OR 
No INFORMATION GIVEN 
The patient reacts to her aggressive im- 
pulses by: 
1) conscious recognition and denial 
2) constriction and withdrawal 
3) giving them free reign 
4) becoming depressed and anxious 
5) NONRATABLE OR 
No INFORMATION GIVEN 
The patient is most at ease in a situation 
calling for: 
1) intellectual competition 
2) social interaction 
3) solitude and meditation 
4) confession and unburdening to a father 
figure 
5) NONRATABLE OR 
No INFORMATION GIVEN 
Religion serves the patient as: 
a source of deep comfort 
2) an excuse for hostile thoughts against 
the sexually adequate 
3) an outlet for unconscious aggression 
4) a basis for rationalization of paranoid 
interpretations of reality 
5) NONRATABLE OR 
No INFORMATION GIVEN 
The patient’s principle defense against 
anxiety at present is: 
1) withdrawal 


2) evasion 
3) dependence 
4) reaction formation 
5) NONRATABLE OR 
No INFORMATION GIVEN 
There is .... anxiety at this time 
1) marked 
2) a fair amount of 
3) very little 
4) no apparent 
5) NONRATABLE OR 
No INFORMATION GIVEN 
The patient’s basic identification is: 
1) somewhat feminine 
2) predominantly feminine 
3) somewhat masculine 
4) predominantly masculine 
5) NONRATABLE OR 
No INFORMATION GIVEN 
The impulses which the patient most fears 
in herself have to do with: 
1) heterosexuality 
2) homosexuality 
3) aggressiveness 
4) becoming insane 
5) NONRATABLE OR 
No INFORMATION GIVEN 
In terms of ability to function in the com- 
munity, the patient’s present condition is 
one of: 
1) normality 
2) minor difficulties, with no severe in- 
capacitation 
3) severe social incapacitation 
4) severe organic impairment 
5) NONRATABLE OR 
No INFORMATION GIVEN 





The pools of items were submitted to the report authors each of whom was 
asked to review his report and indicate the alternative which he had either clearly 
stated or strongly implied. If the alternatives themselves were so ambiguous that the 
author could not make this decision or if he felt that the alternatives were in some 
way misleading, the items were either altered to his satisfaction or discarded entirely. 
If he did not feel that any alternative stated what he had clearly stated or strongly 
implied or if the item dealt with an area not discussed in his report, the alternative 
“Nonratable or No Information Given” was to be checked. A number of the latter 
items were included in the final pool of items in order to see whether some readers 
would read into the reports conclusions which the writer had by no means intended 
to convey. The final pool consisted of 96 items, 24 for each report. This technique 
provided a criterion for determining the ‘“‘correctness”’ of a report reader’s interpreta- 
tion by clearly establishing for each item the particular meaning which the report 
writer had intended to convey. 

The four reports and the accompanying questionnaires were then given to the 
56 judges, the order of presentation being systematically varied within each group. 
The following written instructions were given: 


“The purpose of this study is to see how well the conclusions of psychologi- 
cal report writers get across to the reader. Each of the four reports to be used is 
numbered and has an accompanying questionnaire. After reading each report, 
you are to fill out the questionnaire, choosing for each question the one alterna- 
tive which was either clearly stated or strongly implied. Mark the correct 
alternative on the answer sheet. If no clear answer is given in the report or if 
you cannot choose between two alternatives on the basis of the report, you may 
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check ‘‘Nonratable or No Information Given.’’ Remember, we are not interested 
in what you can puzzle out from the report by means of a lot of inferences. We 
want to know what you think the report sazd.”’ 


Every effort was made to simulate the comparatively free conditions under 
which psychological test reports are usually read. Verbal instructions were given to 
the effect that it was permissible to re-read the report at any time. It was suggested 
to the judges that they finish each report in about 20 minutes, but they were allowed 
to take as much time as they actually wished. 


RESULTS 


Several scores were used to quantify the results. The first was a correspondence 
score for each judge consisting of the percentage of the 96 items on which his under- 
standing agreed with the report writer’s stated, intended meaning. The degree of 
correspondence between the report writers’ intentions and the judge’s interpreta- 
tions is shown in Table 1. For all professional groups combined, the correspondence 

TaBLE 1. CoRRESPONDENCE BETWEEN WRITER'S INTENDED 
MEANING AND JUDGES’ INTERPRETATIONS 
Mean Percentage 
of Agreements 


Professional Group 


Psychology Trainees 59% 
Psychology Staff } 
Social Workers 

Psychiatrists 

Graduate Nurses 

Student Nurses 


All groups 56 

was 53 per cent. While the percentage differences between some of the groups are 
not large, an analysis of variance for the six means shows that there is_statistically 
significant variation (.01 level) among the professional groups in the “accuracy” of 
their interpretations. The relative positions of the groups conform fairly closely to 
theoretical expectations. The two psychologist groups, who are the most familiar 
with psychopathology and psychological test reports, had the highest correspond- 
ence with the report writers, while the two nurse groups had the lowest degree of 
correspondence with the report writers. 

As one check on the adequacy of the original scoring keys based on the report 
writers’ judgment, a second set of keys was constructed, using for each item the 
alternative which was the modal interpretation of the seven staff psychologists. This 
changed the keyed answers to 24 of the 96 items. When the protocols were rescored 
with these keys, the mean correspondence scores (now excluding the staff psycholo- 
gists) rose only from 52°; to 56‘;. This clearly suggests that the major source of 
error lies not in the particular items keyed nor in a different “‘set’’ on the part of the 
report writer as opposed to the report reader, but in the variability in choice of al- 
ternatives for a given item. 

A simple measure was devised to express the degree of unanimity within a pro- 
fessional group in their interpretation of the test reports. Called the majority agree- 
ment score, it consisted of the percentage of the 96 items on which two thirds or more 
of all the readers in a given group were in agreement on a particular alternative. 
This score was not designed to take into account the correctness of the choice; many 
times a group was in substantial or even unanimous agreement on a particular altern- 
ative even though it was not the one specified by the report writer as ‘“‘correct.”’ This 
analysis showed that there is considerable variation within all groups in the inter- 
pretation of the reports. The mean agreement score was 56°; with a range of 36°; 
(Student nurses) to 71°; (Psychology Trainees). Even for the psychology groups 
about 30°7 of all the items failed to reach the set criterion of two thirds agreement. 
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Sources oF AMBIGUITY 


The results thus far indicated that communication, as measured by the tech- 
niques described in this study, was scarcely better than 50 per cent. They indicated 
further that the primary source of error seemed to lie in the variability in choice of 
alternatives for a given item. To pinpoint the reasons for this variability, an item 
analysis was done on the 20 items on which there was the greatest variability in inter- 
pretation by the judges. These items, together with the original reports, were sub- 
mitted to a panel of 9 staff psychologists who were asked to suggest reasons for the 
breakdown in communication of these items. They were informed of the keyed 
answer for each item and the number of judges who had picked each alternative of 
that item. 

The results of this analysis showed that the greatest breakdown in communica- 
tion occurred when the judges did not agree with the authors as to what was being 
emphasized. One example of this was those items which asked the authors and judges 
to indicate which of a number of defense mechanisms was ‘‘most characteristic” or 
‘“‘most usual’ in the patient’s dealings with his anxieties or in his attempts to adjust 
to stressful situations. The author’s opinion that he had emphasized one of the de- 
fenses described in the alternatives sufficiently to communicate its paramount im- 
portance or its high frequency of occurrence was incorrect, as evidenced by the fact 
that the judges either routinely selected a different alternative or else chose among 
the alternatives almost randomly. It should be noted that it was not usual for either 
the authors or judges to check the ‘“nonratable” alternative in these items; both 
agreed that something was being stressed but did not agree on what it was. 

A second example of this area of communication loss was where an item sampled 
a “general” or “‘overall’’ impression of the patient’s attitudes or reactions in some 
personality area. Frequently, these were items which were constructed to cover a 
paragraph in the report in summary fashion. Again, the author felt he had clearly 
communicated one over-all impression about the topic in question and the results 
showed that he had not. 

The next most frequent area of communication difficulty was where the author 
and judges did not agree as to the degree or amount of some feeling or other person- 
ality characteristic. Some of these items called for a judgment as to the degree to 
which the patient’s thinking was unrealistic in some area. Thus, the breakdown in 
communication here could easily lead to misguided decisions of considerable im- 
portance. 

Two of the items in this group were of special interest in that they called for a 
judgment regarding the amount of something not discussed in the report at all. As 
noted previously, a number of such items were included in the study in order to de- 
termine how much report readers are likely to extrapolate the data in the reports. 
The authors checked the “nonratable or no information given’’ alternative for these 
items, but in each case a large group of judges either felt that because the topic was 
not discussed its absence was implied, or else made enough inferences from what was 
discussed to gain a definite, though unintended, impression. One might argue that 
the structure of the task gave the judges a set to avoid checking the “nonratable” 
alternative; however, these processes of inference seem recognizable in practice. In- 
terested professional persons read psychologica] reports with specific questions in 
mind, and if these questions are not dealt with directly in the report, there is a strong 
tendency to answer them by some process of elimination or by inference from what 
was discussed. 


DISCUSSION 


Since only about half of the questionnaire items were answered correctly by the 
judges, objective support is given to some of the criticisms often voiced about the 
communicability of psychological reports. There were, to be sure, relatively few 
gross errors in interpretation and most of the breakdown in communication involved 
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problems in the specification of degree, but it is nevertheless true that questions of 
degree are often of paramount clinical importance. 

The significance of the communication difficulties found in this study hinges 
directly, of course, on the adequacy of the questionnaire items used to measure the 
readers’ understanding of the reports. Such items must not involve meaningless or 
trivial discriminations; they must sample adequately the content of the particular 
reports used; and they must represent legitimate and representative concerns of 
report readers. The authors are confident that such conditions held for the items 
used in this study; thus the results are interpreted as indicative of serious limitations 
in our communication through psychological reports. 

The fact that the amount of discrepancy between report writers and report 
readers was fairly constant for all the professional groups may be due in part to the 
heavy emphasis at this installation on avoiding use of technical jargon and esoteric 
terminology. While this may facilitate understanding by persons not trained in 
psychological terminology, it is clearly not in itself sufficient to insure a high level of 
communicability. 

On the basis of our analysis, a number of recommendations for improved psycho- 
logical reporting may be offered. First of all, report writers must be extremely ex- 
plicit in their attempts to communicate the salient features or points of emphasis in 
personality formulations. This means, for example, that over-all or summary im- 
pressions should be stated directly and not left for the reader to construct on the 
basis of unintended cues or personal predilections. Secondly, whenever possible the 
reports should contain explicit statements of degree. This would serve not only to 
relieve the reader of the necessity (or temptation) to draw such inferences on the 
basis of data which he is really not in a position to evaluate, but it would also have 
the more positive effect of giving a more specific and unique cast to the personality 
portrait in the report. The familiar criticism, “It seems to me that this report could 
be describing almost anyone,” is no doubt a function in part of the failure to provide 
explicit statements of degree in discussing needs, conflicts and security techniques 
common to most persons. Finally, report writers must take the responsibility for 
obtaining from the referral source a clear statement of the focus of interest in order 
that questions in this area may be dealt with specifically even if no definite or final 
answer can be given. All of the foregoing recommendations would appear to be 
quite generally applicable regardless of particular tests and different institutional 
settings. Our research does not provide empirical evidence for choosing among the 
many existing approaches to report organization and terminology. It does, how- 
ever, provide a method for objectively measuring communication by which some 
further problems in reporting may be investigated. 


SUMMARY 


A technique has been described for investigating the degree and manner in 
which psychological reports communicate to the reader. Multiple choice items were 
constructed to deal with the material discussed in four representative psychological 
reports. These items together with the reports were then distributed to 56 judges 
representing 6 professional groups in a VA hospital. These judges were asked to in- 
dicate the alternative which the author had clearly stated or strongly implied. The 
particular meaning that the author stated he had intended to convey was used as a 
criterion for ‘‘correctness.” 

Analysis of the data obtained showed that: (1) correspondence between the 
author’s intentions and the judges’ interpretations for all professional groups com- 
bined was only 53 per cent; (2) there was statistically significant variation among 
the professional groups in the “‘accuracy”’ of their interpretations; (3) there was con- 
siderable variation within all of the groups in their interpretations of the reports; 
and (4) the greatest breakdown in communication occurred when the judges did not 
agree with the authors as to what was being emphasized or as to the degree or amount 
of some personality characteristic discussed. 





SOURCES OF AMBIGUITY IN PSYCHOLOGICAL REPORTS 115 


REFERENCES 


1. Dattey, C. A. The effects of premature conclusion upon the acquisition of understanding of a 

person. J. Psychol., 1952, 33, 133-152. 

2. Datvey, C. A. The practical utility of the clinical report. J. consult Psychol., 1953, 17, 297-302. 

3. Davenport, Beverty F. The semantic validity of TAT interpretations. J. consult. Psychol., 
1952, 16, 171-175. 

4. GarFIELD, 8. L., Here, R. W. and Leventuat, M. An evaluation of psychological reports in a 
clinical setting. J. consult. Psychol., 1954, 18, 281-286. 

5. Grayson, H. M. and Totman, Rutu 8. A semantic study of concepts of clinical psychologists 
and psychiatrists. J. abnorm. soc. Psychol., 1950, 45, 216-232. 

6. Hammonp, K. R. and ALLEN, J. M., Jr. Writing clinical reports. New York: Prentice-Hall, 1953. 

7. Houzpera, J. D., Auesst, 8. L., and Wex.ter, M. Psychological case reporting at psychiatric 
staff conferences. J. consult. Psychol. 1951, 15, 425-429. 


8. Sarcent, HELEN D. Psychological test reporting: an experiment in communication. Bull. 
Menninger Clinic., 1951, 15, 175-186. 


A NEW OUTLINE FOR PSYCHOLOGICAL REPORT WRITING 
FREDERICK C. THORNE 


Brandon, Vermont 


INTRODUCTION 


The purpose of this paper is to present an illustrative case study written up 
following the systematic method for evaluating all possible factors organizing person- 
ality integration developed by this author“ in his outline of principles of psychologi- 


cal examining. This method attempts to identify the long and short term factors 
which actually organize personally and socially important behaviors—in other words, 
to assess the actual dynamics of personality integration as it is determined both 
longitudinally and also at any particular moment in development. It is intended that 
this method shall supplement and extend the classical mental status examination by 
providing a much more extensive evaluation of all the principal levels at which per- 
sonality integration may be organized. The method seeks to do more than just to 
elicit the qualitative and quantitative presence or absence of mental abnormalities 
as in the mental status examination. It attempts to present an individual character- 
ization of each person which will not only serve to discriminate his unique patterns 
of personality organization but also to interpret their dynamics in terms of personal 
and social values. 

The rationale of the method is based on a general theory of personality integra- 
tion which postulates that a principal problem of diagnosis is to identify and evaluate 
the various levels of factors organizing behavior by relating the interactions of sub- 
functions to the organization of personality as a whole. Behavior may be organized 
at many levels of integration ranging from subpsychological physiological functions 
to the highest level global integrations involving the organism interacting with its 
environment. Behavior may be interpreted as reflecting the attempts of the organism 
to maintain itself at the highest possible level of organization depending upon the 
harmonious and self-consistent interactioning of all lower level supporting functions. 
One purpose of the examination is therefore to discriminate the relative contribu- 
tion of all levels of functioning to the etiologic formula. 


THE OUTLINE FOR Stupy OF PERSONALITY INTEGRATION 


In the reference cited above, the author has listed the organismic levels at 
which personality integration may be organized, proceeding from lower level innate 
or constitutional factors to the highest level global factors operating psychosocially. 
The following outline presents the principal levels of factors contributing to the 
organization of personality integration. 
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1. ‘ Morphological Levels. Structural factors determining or contributing to personality integra- 
ion. 


2. Ae gue Levels. Reactions primarily on cellular levels to substances determining met- 
abolism. 


3. Physiological Levels. The contributions of the various organ systems maintaining homeo- 
static vegetative processes, and particularly 
a. The central nervous system. 
b. The autonomic nervous system. 
c. The endocrine system. 
4. Psychological Levels. Psychic life involves primarily the ability of the organism to acquire 
experiences through the medium of the sense organs, to analyse and integrate experience on 


conscious levels, and to manipulate the elements of experience in problem solving behaviors to 
satisfy needs and to relieve tensions. 


a. Reflex behavior. Unconditioned reflexes and their conditionings. 
b. Instinct. Unlearned factors where demonstrated to exist. 
c. Consciousness. The dynamic organization of Conscious and Subconscious. 


d. Temperament. Affective-impulsive behaviors reflecting temperamental and acquired 
states of feelings and emotions. 


e. Intellect. The nature of ability. 

f. Conative controls. The conditionings of drive arousal and discharge control through util- 
ization of disciminative capacity. 

g. Habit formation. The contribution of conditionings to mental context. 


h. Rie: uae and thought. The form of symbolic conditionings determining language and 
thought. 


i. Ideological composition. The contribution of ideas, opinions and beliefs to ideomotor 
action. 


j. Attitudes. The integration of ideas, sentiments, interests and aversions determining 
the tendency of the person to “act out” in predisposed ways towards specific stimuli. 


k. Situational determinants. The psychology of situations, group memberships and role 
playing as they determine the pattern of the person reacting to his environment. 

1. Style of life. The person’s characteristic utilization of mechanisms to achieve power 
strivings. 

m. Ego and Self. The person’s concepts of himself reflecting strengths and weaknesses of 


Ego functioning determined by the accumulation of attitudes and evaluations concerning 
the Self. 


n. Global personality integration. The most general “‘super’’ factors tending to organize 
large segments of behavior as master motivations. 


5. Psychosocial levels. The psychology of the person-meeting-his-environment and involving 
suprapersonal external factors over which the person usually has little control but which de- 
termine or limit action tendencies of the person. 


While the goal of attempting to analyse the levels of factors actually organizing 
personality integration may appear to involve the artifact of negating or destroying 
the wholeness which characterizes behavior, practical experience confirms the possibil- 
ity of discriminating the dynamic organization of personality factors both over long 
and short terms. Systematic application of the methods as elaborated by the author 
elsewhere“: *) following this outline will result in a much more complete appraisal 
of personality integration than has hitherto been accomplished. Examination meth- 
ods of the past have not systematically evaluated all levels of factors which it is now 
possible to measure. Our aim is to achieve richer descriptions and explanations of 
behavior through objectification of a much larger number of variables organizing 
personality integration. 


METHOD oF PsycHOLOGICAL REPORT WRITING 


Data concerning personality organization may be obtained from the five basic 
methods including (a) the Life Record (LR) or indirect examination, (b) Introspec- 
tive Reporting (1) involving self-ratings, (c) Behavior Ratings (Br) involving ob- 
jective judgments, (d) Objective Tests (or) and measurements, and (e) Projective 
Techniques (pt). Each of these methods may be applied in a clinical or experimental 
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setting, and each supplies information-which may be of differential importance. In 
general, Life Record data provide the basic criterion against which all other informa- 
tion should be evaluated since the history of what the person has already done is 
often the most valid prognosticator of future potentials. The Life Record provides 
not only an account of how a person ‘‘got that way”’ but also provides actuarial data 
concerning the operation of factors organizing integration. In writing the report, it is 
valuable to indicate the source of any statement or interpretation by using appro- 
priate designations such as LR, IR, BR, OT or PT in parentheses to refer to the source. 
It is obvious that not all data concerning personality characteristics are of 
equal importance. Too often in the past, psychological reports have consisted of an 
undigested mass of raw data or classical interpretations which are neither clinically 
important nor pertinent to the diagnostic, prognostic and therapeutic issues at stake. 
Diagnostically, we are interested primarily in identifying the pathognomonic factors 
contributing to health or disorder, and these should be given the greatest weight in 
report writing. Prognostically, we are interested primarily in such factors as may be 
expected to have sufficient temporal continuity to make possible long term pre- 
dictions. Therapeutically, we are interested primarily in knowing what factors can 
and cannot be modified as the basis for outlining a treatment program. Depending 
upon the time and space available, the psychological report should cite the raw data 
as completely as possible, and with clear discrimination from clinical interpretations. 


ACHIEVING AN INTEGRATIVE DIAGNOSIS 

The eclectic approach to psychodiagnosis insists that personality integration is 
an organismic function, determined completely by the factors actually organizing 
behavior at any moment, and which can only be studied validly through suitable 
operational methods capable of objectifying specific levels of personality integration. 
The completeness of psychodiagnosis is therefore a function of the completeness of 
utilization of all available operational methods of personality study. Ideally, valid 
diagnosis is achieved by ¢nductive methods in which the progressive accumulation of 
data relating to factors organizing behavior gradually results in discovering all that 
can be objectively known about a person using all available scientific methods of 
time and place. Once all available data have been collected, a factor analysis utiliz- 
ing clinical-intuitive or statistical-experimental methods is used to identify general, 
group or specific factors operating over longer or shorter periods of time in organizing 
personality integration. The eclectic method requires that all evidence leading up to 
the making of a diagnosis shall be derived from actual operational studies of the 
person-meeting-his-environment without attempting to impose preconceived inter- 
pretations based upon some theoretical school. 

Some critics have expressed dissatisfaction over our failure to attempt to “syn- 
thesize’’ some formulations about the nature of personality integration, presumably 
by deductive methods stemming from some theory or school. Our reply is that the 
most valid approach to personality study is by studying raw behavior in all its com- 
plexities using all available operational methods, and not making any assumptions 
or interpretations beyond what can be validly supported by factorial studies of the 
data. Let the behavioral data speak for itself, and if suitable operational methods are 
used, sufficient proof can be elicited so that theoretical ‘‘syntheses’” are rendered un- 
necessary. If any interpretations are to be made, they should be based on the dem- 
onstration of factors established by experimental-statistical methods and not upon 
theoretical formulations or schools no matter how illustrious may have been their 
originators. Modern medical diagnosis does not proceed deductively in terms of 
trying to see whether some theory fits a particular case, but inductively by gathering 
data until all factors known to be involved in a syndrome are demonstrated to exist. 


ILLUSTRATIVE CASE REPORT 


The psychological report presented below is intended as a summary of all the 
behavior data available on a person referred for psychological evaluation. Although 
it includes materials obtained from life record, introspective reporting, behavior 
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ratings, objective tests and projective techniques, it is not intended to replace the 
standard case history, psychiatric mental status examination, medical or social ser- 
vice reports which were available for study prior to the reaching of final formulations. 
It has been written up to illustrate the contribution which the psychologist can make 
in integrating data from all sources in a comprehensive interpretation and integration 
of findings. 


T, BackarounpD Data 


Identifying data. L. R., male, age 19. Second year college student. Protestant. No occupation. 
Scotch-English descent. Born and educated in small New England town. Family lower middle 
class socially and financially. 


Cause of referral. Recently expelled from college because of academic failure in 4 of 5 courses. 
Also, apparent lack of motivation and disinterested attitude in anything resembling work. 
Father made referral for educational and vocational counseling. 


Family History. Father, age 44, of English stock fourth generation in America. High school 
education. Clerical worker e: arning about $90.00 per week. Described as extraverted but not 
socially aggressive; friendly rather than affectionate; emotionally controlled with ‘occasional 
outbursts of repressed resentment in the form of stubbornness particularly against sexual 
frigidity of wife; hard worker in office and home; stern and regulatory toward children, believes 
in not sparing the rod and spoiling the child; rather limited interests involving only one hobby. 
No history or physical or mental disorder. 

Mother, age 44; Scotch dese ent, second generation American. High school education. Never 
worked outside home. Marked hedonistic determination of behavior. Shallow emotionality; 
acts out the role of a sexually active woman but actually rather repressed and inhibited. Only 
average intellectual ability but considers herself brilliant. Shallow mental context and ideologi- 
cal composition; tends to parrot authority rather than think originally. Illogical and semantical- 
ly invalid in thinking. Acts out roles of being a gentlewoman and society leader; member of 
many social groups in upper middle class; strives to be seen with the right people doing the 
right things. Style of life organized about securing power by going along with other people, 
particularly strangers, to gain their good will. Very ritualistic in acting out which she considers 
proper. 

Brother, age 16, IQ about 110. More athletic physique, rated 4-5-3 according to Sheldon’s 
system. Openly competitive with patient, usually defeating him in any feats of strength. Out- 
going extraverted personality, generally liked. Marked sibling rivalry. Usually favored by 
parents who consider him the hope of the family. 

Sister, age 14, IQ about 100. Has always been a very attractive, friendly, affectionate child. 
Overly submissive to two older brothers against whom she is unable to compete intellectually. 
Tends to block emotionally when facing defeat or rejection. Represses resentments against 
overregulation and overprotection. However, well liked generally and the most socially success- 
ful child. 

Only family history of mental instability involved a paternal sister who died in a mental 
hospital with diagnosis of manic-iepressive psychosis. Paternal uncle markedly paranoid in 
attitudes but never institutionalized. 


Past History: Normal pregnancy and delivery with no complications. 

Precocious development in infancy. Sat up 5 months, walked 11 months, talked 11 months, 
toilet trained at 12 months. 

Medical history normal except for usual childhood diseases. No accidents. 

Educational history showed some precociousness in grammar school. Was able to do 2nd 
grade work at age six after home tutoring by mother. Considered a precocious child in first five 
grades, after which marks gradually fell off. On borderline of failing in first two years of high 
sc ——_ improved enough in last two years to get into college. Near failing in first year college; 

alled after repeated warnings of failure in middle of sophomore year. 

"Tenotional development not unusual. Anxious and fearful in early school years due to in- 
ability to compete physically with peers. Sensitive emotionality early revealed by empathic 
sensitivity manifested by easy crying over tragedies in books read, and intensity of emotional 
reactions to people. No temper tantrums but smoldering resentments against injustices. Sex 
play began at age 4 with neighbor boy; later many episodes of mutual exhibitionism and 

masturbation. Warned several times by parents against open self-handling, and punished for 
openly collecting nude pictures and salacious literature. 

Social development shows long history of poor adjustment. Mother overprotective and never 
allowed him to play with neighborhood children who were supposedly inferior. Later, too physi- 
cally frail and weak to defend self well and take own part. Tended to stay by himself and read. 
Only a few friends and parties arranged by mother until age 14. Always showed great rivalry 
and competitiveness with siblings. Got along best with adults whose company he sought to 
play cards, etc. Greater interest in social events in high school but not well accepted because of 
precociousness and immaturity. Early developed a complexity of thinking and behavior which 
seemed to confuse his peers. 
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Showed marked behavior problems from ages 8 to sixteen. Untruthful to escape punishment. 
Suspected of cheating to secure high marks and compensate for poor study habits and imperfect 
preparation. Detected repeatedly in pilfering and stealing between ages 9 and 15; seemed to 
derive ego satisfactions from successfully outwitting others or breaking rules. Not thrifty; be- 
tween ages 13 and 17, most of spending money went for candy, soft drinks, smokes and sala- 
cious literature. 

II. Psycnotoaicat Report 

Constitutional factors. Extreme linear, asthenic body type classified 1-2-7 by Sheldon’s sys- 
tem. Height 70 inches; weight 115 lbs. Dolichocephalic and myopic with 20/100 vision bilaterally 
corrected to 20/20. Scraggly yellow hair. Long, slightly hooked nose and receding jaw. Thin 
flat chest. Weak protuberant abdominal musculature. Moderate scoliosis. Leg musculature only 
well developed in body. (or) 

Always frail and weak. Unable to compete athletically or in fighting. Frequent minor ill- 
nesses, poor resistance to exposure. Resists lack of sleep and fatigue poorly, with development of 
generalized asthenia and body aches. Marked autonomic lability manifested by psychosomatic 
— circulatory instability, gastro-intestinal spasticity, headaches, etc. Low physical 
itness. (LR) 

General level of physical and behavioral attractiveness low. Unattractive, homely facies. 
Not generally sought after. Marked physical, emotional and developmental imaturity. Would be 
judged, and is accepted by peers, as 2-3 years younger. Primary and secondary sex characteristics 
definitely masculine but sex appeal low. (BR) 

General adaptation level rather low and inadequate except for high intellectual ability. 
General energy level normal with capacity for short but not sustained bursts of high activity. 
High autonomic vigor with sympathetic overaction when fatigued or emotionally excited. (LR and 
BR). Nervous alert reactivity with high speeds of motor dexterity, association and judgment. (oT) 

Definite schizoid trends. Timid, in-going, seclusive, introverted and with rich phantasy life. 
(LR, IR, BR and Pt), 


Conscious-subconscious functioning. Sensorium normal; no history of disorders of conscious- 
ness, epilepsy or spells. Generally alert and with increasing powers of concentration. (LR, OT) 

Shows fairly free and direct expression of unconscious impulses into conscious awareness and 
expression. Has studied enough psychology to understand the significance of the subconscious, 
and to have some realistic insight into its determination of behavior. Is able to free associate eas- 


ily with unacceptable contents coming out freely with little repression or symbolic distortion. 
Able to interpret dreams and symbolic acts directly. Understands relation between emotional 
tensions and psychosomatic symptoms. (IR, BR, pT) Accepts the principle that overt expression 
in words or actions tend to bleed off unconscious tensions. Anxiety reactions, frustration and 
anger, and sexual excitements do not frighten him or stimulate defensive reactions. Is able to 
discuss all behaviors openly. 


Temperament. High general emotionality manifested by strong fear, anger and sexual re- 
actions, and associated with impulsiveness. Marked surgency. Highly sensitive attitude, mani- 
fested by empathic understanding of others. Energetic decisiveness. No cycloid tendency. (LR, 
IR, BR and oT) 

Fear and anxiety have been prominent during life periods of insecurity; has achieved good 
understanding of psychosomatic reactions which are not incapacitating. Fearfulness has contri- 
buted to social withdrawal and seclusiveness when threatened. (LR) 

Tends to show fight reaction after initial anxiety has worn off. Marked ascendance of anger 
reactions when frustrated. (Lk, BR) 

Sexual excitability high. First overt sex interest at age 4. Large investment of time in sex 
play and phantasy in childhood and adolescence. Overt expression handicapped by general im- 
maturity cited above. (LR, mr) More or less regular development through autoerotic, homoerotic 
and heterosexual stages. Stimulated by all sorts of sexual stimuli to all erogenous zones. Anal and 
phallic preoccupations most marked. Stimulated rectally by douches, suppositories and other 
objects inserted by others and self. Marked anal preoccupation in jokes and conversation. (LR, 
IR, BR and pt). Since age 14, sex phantasies and overt expressions all on heterosexual level. 
Now preoccupied with necking and petting but has not yet attempted sex relations. 

Tends to resolve conflict by acting-out behaviors. Very verbal in expressing self and con- 
flicts. (LR, BR) 


Ability. High general intelligence; IQ about 145. Early academic development handicapped 
by myopia. High flexibility and speed of closure. Inductive ability higher than deductive ability, 
both above average. Ideational fluency high; high associative memory; lower retention ability. 
Number facility high. General reasoning high. High speed symbol discrimination; verbal ability 
high; word fluency high. Judgment good when not emotionally excited, then impulsive factors 
inhibit operation of critical faculties. (LR, BR, OT) 

Motor speed high. Motor coordinations poor; aiming average. Visualization average. (oT) 
Mechanical knowledge fair. (or) Generally poor at muscular coordinations involved in athletics, 
ete. (LR) 


Form of Thinking and Language Functions. Realistic perceptual behaviors except when emo- 
tionaily excited. Interest in mathematics and statistics have contributed much towards probabil- 
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ity thinking. Has just become acquainted with logic and semantics and has made some progress 
in applying them. (BR, oT) 

Language and thinking tend to be precise, objectively oriented and realistic. Not suggestible. 
Tends to evaluate each symbolic unit or idea on its own merits. Critical attitudes, especially to- 
wards authority and dogma. Reality testing good; tends to evaluate self at intervals, particularly 
when acutely maladjusted. Perceptions tend to be “field independent’. (LR, BR, PT) 


Ideological Composition. High ideomotor components in behavior; has very definite ideologi- 
cal formulations which tend to be acted out. High knowledge religion, philosophy, science and 
current events. Large amount of time spent in reading. Religious ideation has evolved from 
Protestantism through atheism to agnosticism. Philosophical biases trend towards materialism, 
naturalism and positivism; currently influenced by Schopenhauer and Nietzsche. Basic reliance 
is on scientific objectivism. Has planned to major in methematics and psychology in college. 
Rationalizes that his failures are due to failure of professors to understand his hidden abilities. 
Rather smug and condescending towards others. (LR, BR, Ir) Talks much about sex, dirty 
jokes, ete. 

His general Weltanschauung views the world as a definitely hazardous but basically friendly 
place. Good is seen as ultimately triumphing over bad. Man makes his own heaven or hell on 
earth. Wisdom a main source of strength in life. Fatalistic about main hazards of living. No be- 
lief in after-life. (1m) 


Control mechanisms. Early parental influence placed high values on “doing right”. This sup- 
ported by mathematical, scientific and logical interests indicating only one right answer to prob- 
lems. Has always tried to study out solutions. (LR) 

Early childhood problems of thumbsucking, fear of dark, lying and stealing, etc., treated by 
parents as problem in control. Child was assigned tasks to repeat until correct. (LR) 

Has shown marked tendency to practice certain tasks in which he was interested until per- 
fected. Has mastered several types of athletic coordination in this manner. Has accepted idea 
and possibility of controlling himself. (1) 

Objective ratings show high Will Control, Super Ego Strength, Planning, Perseveration, 
Critical Exactness, Cultured Introspective Self-Control and Ability to Withstand Discomfort. 
(Br, or) Very determined when motivated; lackadaisical when not motivated. Now shows good 
control over personal habits, recreation, social behaviors, money and property, health, conduct 
in the community and responsibility towards others. Poorer control when emotionally excited, 
working at uncongenial tasks, and when impulsively driven by anger or sex. (BR) 

No evidence of any organic pathological lesion which would interfere with control. 


Habit Formations. Time analysis of daily routines indicates normal sleeping and eating habits. 
Work habits are irregular and poorly organized. No regular time and place habits for work. Tends 
to try to leave all studying to end just before exams. Indifferent attitude towards work; more 
interested in pleasures. Industrious when interested in a task. Self-starting poor except when 
highly motivated. Perseveres only when interested; concentration poor when not interested. 
Responsible if once accepts obligation. Generally self-critical about things which interest him. 
Budgets time poorly. Follows directions well. Good use of research resources. Good organization 
of material. Accuracy good but self-checking not always routinely applied. (LR, BR, oT) 

The most significant finding of time analysis studies was a disproportionate amount of time 
spent on sex stimulation and phantasy both day and night. Collects sex pictures, pulp magazines 
and racy literature. A minimum of 3 or 4 hours a day admittedly spent on sex stimulation or 
phantasy, seeking dates, trying to ‘make’ girls, etc. (LR, BR, OT) 


Attitudes, Interests and Aversions. Shows general attitudes of Radicalism, Pohemian Intellec- 
tualism, and Tough-mindedness. Tends to resist authority or dogma in any form. Case history 
shows poor academic record due partially to rebelliousness and resistiveness towards teachers and 
authorities. Tends to question dogma in any form, particularly against theologies; philosophical 
systems, etc. (Lk) Conservative and conventional only in respect to attitudes towards Capitalism 
and political affliation to the Republican party. Favors birth control, euthanasia, abolition of 
death sentence, restriction on highest incomes earnable, socialism, organized labor, ascendency of 
rights of state over those of individual, prostitution. Against prohibition, compulsory military 
service, desegregation, World Union. Marked intolerance to some minority groups. (IR, BR, OT) 

Marked interests in religion, science, social welfare, sex, philosophizing, business and ath- 
letics. (oT) 


Situational Determinants. Has already created a number of situational problems for himself 
in terms of the reactions of others towards his unconventional attitudes, radicalism, preoccupa- 
tion with sex, poor work achievement, and final expulsion from college in spite of having high 
native ability. Is regarded as being a “‘character’’ and “out of tune’’ with contemporaries. While 
attempting to act out the role of an upper-class college man, his deviant ideologies and attitudes 
have made it difficult for family and peers to understand him. He has frustrated his teachers to 
the point where they reject him openly. A situation has developed in which the environment 
seems to bring out the worst in him, and vice-versa. As a result, has not been accepted int» many 
groups and tends to be a lone wolf. (LR, BR) 

A difficult situation also exists with heterosexual relations. Because of general constitutional 
unattractiveness and immaturity, is not highly sought after by the opposite sex. He tends to be 
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too aggressive and preoccupied sexually and this is unconsciously recognized as unhealthy by 
those whose attentions he seeks. (LR) 


Style of life. Frustration of needs for achievement, social recognition and sex expression have 
characterized his recent history. His basic method of 8: atisfying power needs appears to be one of 
attack, using direct and indirect psychological methods. Too frail and weak to attack physically, 
and too sophisticated and conditioned to be openly crude, he utilizes aggression in many forms 
to gain his ends. He is openly rejecting of weaker persons; criticizes, ridicules and disparages; 
is cynical and sarcastic; and te fe to dominate social re lationships. (LR, BR) Negativistic, un- 
cooperative, and occasionally openly rebellious to authority and those who reject him. On a few 
occasions, sadistic behavior has been directed towards animals or weaker persons. (LR) Tends to 
project and rationalize failures, but not to pathological degree. (LR, pT) 

Has learned to use attack mechanisms quite subtly. Has learned to ‘‘mousetrap” potential 
antagonists by seeming to submit passively until they have had their say and then counter- 
attacking massively. (Br) 

However, compensatory behaviors are basically healthy and have achieved some promising 
successes in areas such as intellectual precocity. In spite of short term failures, the future looks 
promising if he can harness himself. 


Ego functioning. Strongly-felt feelings of physical and sexual inferiority have contributed to 
areas of ego weakness exaggerated by situational difficulties responsive to the failure of over- 
compensatory efforts. Apparently more attractive and socially accepted as a young child than as 
an adolescent, his ego development entered a deflationary period during late adolescence over 
failures encountered in the areas of sex, work and social adjustment. As the discrepancy between 
ego ideals and actual ego status widened, a period of conflict and frustration developed which has 
continued into the present. While he has become increasingly dissatisfied and emotionally dis- 
turbed about himself, he has not yet learned how to solve the problem of self-expression effect- 
ively. (LR) 

However, his ego has not been overwhelmed by current academic failures and social rejec- 
tions. He is still somewhat egoistic and overconfident, counting heavily upon his intellectual re- 
sources to eventually even the battle. Defeated at one point, his impulse is to continue attacking 
on all fronts until a weakness in the opposition develops somewhere. Periods of reactive de- 
pression and anxiety have occurred only infrequently, and he continues blithely on minimizing 
his failures. (BR) 

In general, his morale toward life is good. He has confidence in himself for the future. There 
is no evidence of disabling ego disorder. 


Global Personality Integration. In assessing the factors which have operated consistently 
enough over long and short periods as to be regarded among the most general organizers of per- 
sonality integration in this case, we must stress the interaction of (a) constitutional inadequacies 
involving physical and maturational immaturities, and contributing to a marked lack of behav- 
ioral attractiveness, (b) high innate intellectu: al ability even though not currently harnessed aca- 
demically, and (c) certain maladaptive personality reactions involving emotional instability, 
ideologic: al or attitudinal composition, § style of life and ego weaknesses which have contributed 
importantly to situational complications and failures. 

Except in intellectual areas which were not too socially rewarding, he has been unable to 
compete physically with peers or to gain sexual acceptance. His style of life utilizing attack mech- 
anisms has failed to solve the problem and resulted in further social maladjustment. No factors of 
disease have been demonstrated, so that possibilities for learning more adaptive behaviors are very 
good. It may be assumed that sexual difficulties will be resolved with further maturity and suc- 
cess in the intellectual areas where his greatest promise lies. 

Essentially, this is the problem of a person with a sensitive emotionality and a keen intellect 
living with a constitutions illy inadequate and unattractive body. As a result of frustrations re- 
sulting from rejections and inability to find sexual expression, there has developed an over- 
compensatory style of life utilizing various mechanisms of attack. Unfortunately, these have stim- 
ulated situational problems resulting from vicious circles of unsatisfactory social relations. 


Psychosocial levels. Observation of this boy in social situations reveals a low level of social 
effectiveness. Few peers seek him out or remain long in his company. While he has learned social 
roles well enough not to be conspicuous and to be able to make initial social contacts fairly easily, 
he has difficulty in maintaining established relationships. He tends to overreact emotionally in 
social situations manifested by overtalkativeness, exaggerated reactions to humor, exhibitionistic 
displays of prowess, excessive preoccupation with dirty jokes and lewd humor. Over-competitive, 
bad loser, tends to become hostile and aggressive on detecting actual or fanc ied rejection. (BR) 

Few peers understand the paradox of his behavior, namely that he is basically friendly and 
craving of acceptance at the same moment when he is overcompensating for feelings of inade- 
quacy or on being rejected. He has a reputation for sarcasm, cynicism and verbal aggressiveness 
which quickly frighten away potential friends. (LR) 

e has a reputation of being stingy and self-seeking, and not carrying his own weight in 
group activities. 

Girls fear his sexual intensity. Even though he is not forward about making open advances, 


his preoccupation with sexual topics, jokes and innuendoes tends to inhibit easy heterosexual con- 
tacts.: 
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Persons in authority have found him to be a perplexing disciplinary problem. He has re- 
peatedly sought to gain attention by being a leader in groups which resist authority in school. 

His parents have had difficulty in understanding and accepting him. Although convinced of 
his ability, they have become anxious and overregulatory in relation to his academic progress. 
His mother is particularly disturbed by his radical attitudes tending to derogate established 
credos and authority. 


Diagnoses: (1) No psychiatric disorder found. While certain neurotic patterns occur, these are 
not severe enough to be designated as a psychoneurosis. 
(2) Adolescent behavior maladjustment. Maladaptive style of life reactive to attempts to 
compensate for constitutional inadequacy and behavioral unattractiveness. 


Recommendations: (1) This may be regarded as a maturational problem in which increasing 
potentiation of intellectual resources eventually wil! produce a satisfactory resolution of style 
of life difficulties. In the mean time, a program of passive waiting should be adopted. He should 
be encouraged to reenter college even though not working well. 


(2) Specific psychotherapy may be directed towards ego problems relating to the acceptance 
of personality liabilities, the resolution of the discrepancy between ego ideals and actual ego 
status, and the attainment of a more adaptive style of life. 


(3) Specific tutoring might be given relating to work habits and modes of reducing sex 
tensions. 


DISCUSSION 


The complexity and length of psychological reports written following these 
methods are limited only by the intensity of case study. The experienced clinician 
may be able to detect the pathognomonic signs of various levels of disorder of per- 
sonality integration very quickly, and from his experience concerning similar cases 
to deduce the probable nature of the resulting syndromes. However, great caution 
should be observed in blindly applying preconceived theories or otherwise super- 
imposing projective interpretations. While diagnoses of limited aspects of person- 
ality organization may be made quickly, it frequently requires weeks or months to 
elicit all the data necessary to make a complete diagnosis. 

This method is not intended as a short cut or simplification of existing methods. 
On the contrary, it insists that the clinician should consider a wider range of etiologi- 
cal factors than ever before. Behavior is organized extremely complexly, and only 
a similarly complex examination procedure is capable of evaluating all etiologic 
factors. In our experience, it may require an average of two to five hours of inter- 
viewing in the indirect examination to obtain the essential details of the case history, 
ten to twenty hours of direct examination to secure adequate introspective reports 
and to make direct behavior ratings, ten to twenty hours of objective testing, and 
ten to twenty hours of projective testing, to secure sufficient data. Analysis, inter- 
pretation of data and report writing may consume another five to ten hours. In other 
words, a comprehensive study may require up to 75 hours. The clinician should ex- 
periment with his own clinical judgments, formulating tentative diagnostic hypoth- 
eses in initial contacts, and then rechecking these at intervals of five or ten hours 
or as long as further productiveness is evident. 


SUMMARY 


This paper illustrates the application in psychological reporting of a new method 
of analyzing the actual level at which organization of personality integration occurs. 
A systematic appraisal is made of each level of personality integration included on a 
standard outline which may be expanded as further information develops. An illus- 
trative case is cited in which an integrative interpretation is made of data from the 
life record, introspective reporting, objective behavior ratings, objective tests and 
measurements, and projective testing. 
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PROBLEM 


Psychotherapy has existed and flourished during the past five decades in spite 
of the fact that it remains almost completely unvalidated by scientific standards. 
Psychotherapy is, in some respects, an implausible procedure offering to the individ- 
ual the opportunity to learn those things about himself which by definition he does 
not wish to know. The steady growth in prestige of this intellectual institution in the 
teeth of these two obstacles—its unscientific status and its inherent threats to the 
conscious ego—is a remarkable testimony to its basic effectiveness or to the capacity 
of otherwise intelligent professional workers to deceive themselves. 

Most psychiatrists and psychologists who hold to the former explanation have 
looked forward to the time when psychotherapy will be demonstrated to “work’’; 
that is to say, to accomplish measurable and predictable changes in the patient’s 
behavior. The recent literature has described several methods for assessing the 
effectiveness of psychotherapy“ ?» 4 1° 1, The present article, in line with this 
trend, presents a technique for measuring changes in several levels of personality 
during psychotherapy. Before describing this technique, the theoretical and em- 
pirical system upon which it is based will be summarized. After describing the 
technique an illustration of its application will be reported. 


A System for Measuring Interpersonal Behavior. The methodology for measuring 
changes before-and-after psychotherapy is based on the Interpersonal System. This 
system involving a complex combination of formal and empirical operations has been 
described elsewhere. ® 7) 8» *) It includes a definition of levels of personality and a 
set of variables which is used to classify behavior at all levels. The Interpersonal 
System at present deals with five levels of behavior. 
Level I, Public Communications, consists of the overt behavior of the individual in terms of 
its social ‘‘stimulus value” or its interpersonal impact on others. The data for this level of be- 
havior are obtained from direct ratings by others or by special test procedures such as sociometrics, 


MMPI indices which predict future behavior, MMPI indices which assess the interpersonal mean- 
ing of the patient’s symptoms). 
Level II, Conscious Descriptions, includes the verbal content of the subject’s statements 


about the interpersonal behavior of himself and others. These data are taken from interview pro- 
tocols or specialized interpersonal checklists @: > ©, 


Level III, Private Preconscious Expressions, are obtained from the subject’s fantasy pro- 
ductions, e.g., from projective tests. 


Level IV, the Unexpressed Unconscious, includes the interpersonal themes which are system- 
atically and significantly avoided at all other levels. 


Level V, Values, comprise the statements about the subject’s value judgments—his ego ideal. 


Behavior at each level is coded according to a circular continuum of 16 inter- 
personal variables. Each variable is defined along an intensity dimension so that 
there exists an adaptive and a maladaptive aspect to each of the 16 interpersonal 
security operations. (see Table 1). Trigonometric and arithmetic methods have been 
developed“? for summarizing interpersonal behavior at any level into a single point 
on a diagnostic grid. It is thus possible to obtain an objective interpersonal diagnos- 
tic classification for each level of the subject’s behavior. There are eight diagnostic 
codes for categorizing adaptive behavior (at any level); and eight related codes for 


1The studies upon which this paper is based have been sponsored by the Kaiser Foundation, 
Oakland, California, under the direction of Harvey Powelson, M. D., and supported by U. S. Public 
Health Service, Grant #* M-1013. The authors are grateful to Anne Cassell Apfelbaum for her help 
in data analysis. 
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TaBLeE 1. Tue 16 GENERIC INTERPERSONAL VARIABLES EMPLOYED TO CLASSIFY ADAPTIVE AND 
MALADAPTIVE SECURITY OPERATIONS 








Mal- 
Adaptive Mal- adaptive 
Inter- Numerical Adaptive adaptive Numerical Inter- 
personal Diagnostic Inter- Inter- Diagnostic personal 
Diagnostic y personal Letter personal Code Diagnostic 


oae 
Categories (Black) Behavior Code Behavior (Red) 


Categories 
Managerial 1 Prestige P Compulsive seekin 1 Autocratic 
ag £ I g 
of prestige 
Executive power A Autocratic dominance 








Competitive g Independence B Narcissism ‘ Narcissistic 
Self-enhancement C Exploitiveness 





Critical Sternness D Punitiveness Sadistic 


Critical bluntness E Sadism 





Skeptical Appropriate Bitter complaint Distrustful 
rebellion 
Skepticism Distrust 





Masochistic 


Self-effacing Modesty Masochism 
Obedience Submission 





Docile Docile con- Over-con- 
formity formity 
Trust Dependence 





Dependent 








Conventional Cooperativeness Over-conventionality Over- 


conventional 
Friendliness Hyper-friendliness 





Responsible 8 Tenderness N Over-tenderness 8 


Hypernormal 
Generosity O Hyper-generosity 





Key: The intense diagnostic categories are designated on work sheets and clinic records by red numer- 
als and in printed publications by roman-face digits. The moderate diagnostic categories are 
designated by black numerals and/or italic numerals. 


classifying extreme or maladaptive behavior. The categories for interpersonal diag- 
nosis are presented in Table 1. For each diagnostic category there is a numerical code 
and a verbal title. It is convenient to express a multi-level interpersonal diagnosis 
of any patient in terms of a numerical code. Roman-face code numerals designate 
a maladjustive diagnosis; an italic numeral indicates moderate or adjustive diagno- 
sis. An illustrative interpersonal diagnosis at three levels of personality is: 5 5 3. 
This indicates that the patient is diagnosed masochistic, 5, in his public behavior at 
Level I; selfeffacing, 5, in his conscious self-description at Level II; and sadistic, 3, 
in his underlying preconscious behavior at Level III. 

The Kaiser Foundation research project is currently employing an eight-digit 
numerical code for interpersonal diagnosis of the patient’s “‘self’’ behavior at four 
layers of personality, his conscious description of his mother, father, spouse and his 
ego ideal. A sample eight-digit code is: 5 5 3 3-3 6 2-1. This patient acts masochis- 
tic, 5; sees himself as self-effacing, 5; his preconscious hero images are sadistic, 3; so 
are his preconscious fantasies of others, 3. He describes his mother as sadistic, 3; his 
father as dependent, 6; and his wife as narcissistic, 2. His ego-ideal stresses auto- 
cratic power, 1. 


Methodology for Measuring Change in Personality. Along with these attempts to 
measure variability in the structure of personality, several techniques have been 
developed for estimating the amount and kind of change in the different levels of 
personality during psychotherapy. Pilot studies have calculated change by sub- 
tracting “post-therapy”’ scores from “‘pre-therapy” scores, by rating the pre and 
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post profiles for improvement, by measuring the linear distance between pre and 
post scores plotted on the diagnostic grid. At the present time we have settled upon 
a method of comparing the diagnostic code for each level before therapy with the 
corresponding diagnostic code after therapy. 

The basic design of a study of pre-post therapy change using the Interpersonal 
System can now be described. First, all patients in the experimental group (i.e., the 
therapy group) are given the interpersonal test battery before therapy. This includes 
the MMPI, the Interpersonal Adjective Checklist descriptions of self, mother, 
father, spouse, ideal and a ten-card form of the TAT. These tests are scored accord- 
ing to special techniques: *), and the eight code diagnostic formula is calculated. 
The members of a control group are given the same tests and similarly diagnosed in 
terms of the eight-digit code. After each patient completes psychotherapy (or in 
some studies after six months of therapy) he is retested by the same battery and a 
new multi level diagnostic formula is calculated. The controls are also retested after 
an equivalent waiting period during which they receive no therapy. The eight-digit 
codes of each subject before and after therapy (or for the controls, before and after 
a waiting period) are then compared. Here is a sample multi-level diagnosis of a 
patient before and after therapy: 


Multi-level diagnosis before therapy: 5 3 3-3 - 


Multi-level diagnosis after therapy: 176 5-1 


In Level I public behavior this patient changed from masochism, 5, to a managerial 
power, 7; in Level II self description from self-effacement, 5, to conventional friend- 
liness, 7; his fantasy heroes shifted from sadism, 3, to dependence, 6; his TAT 
“other” figures from sadism, 3, to masochism, 5; his mother who was described as 
sadistic, 3, is now seen as autocratic, 1; his view of father shifts from dependence, 6, 
to friendliness, 7; his perceptions of his wife from narcissism, 2, to responsible tender- 
ness 8; his ego-ideal from power, 1, to hypernormal tenderness, 8. 

_A technique has been developed for converting these code discrepancies at any 
level into numerical indices which tell how much and what kind of change took place. 


A main criterion for an effective discrepancy measure is that it reflects changes in line with 
the general meaning of the interpersonal circle. Thus a large numerical discrepancy between a 
pre-therapy test and a post-therapy test should designate an extreme change in interpersonal be- 
havior, e.g., from submission to dominance. 

One method of assessing discrepancy involved measuring the linear distance between the 
two scores in centimeters. This has the advantage of directness and simplicity. It had the over- 
weighing disadvantage of doing violence to the concept of the circle. A large centimeter difference 
was deceptive where the pre-and-post therapy scores were far from the center of the circle. Both 
scores could be in the same octant and involve a similar extreme interpersonal behavior (e.g., 
sadism) for which the centimeter distance index would be very large. 

The development of the diagnostic codes made possible improved methods of measuring 
change. In the numerical code system every score falling in the same octant is assigned the same 
code category. Thus a simple subtraction process yields a discrepancy estimate. If the patient is 
a 5 before therapy and a 2 after therapy he has changed three units (i.e., 5-2 =3). At first a crude 
intuitive discrepancy system was established. Arbitrary values were assigned to the various differ- 
ences. The comparison between the extreme and moderate scores (e.g., 4 — 7) became an insoluble 

, problem because there was no provision for assigning discriminatory weights. 

The attempt was then made to establish a set of points on the circle to represent the eight 
octants at two intensity levels, a total of 16 points. Any point falling in an octant is then consid- 
ered to fall always at one point. A model establishing these points was derived in the following 
way. The plane was divided into two areas—inside and outside areas—one standard deviation 
from the center point being the dividing line. Those points in the inside area were considered to 
be of moderate intensity. The center of mass of each pie-shaped area was taken as the location 
of the representative point and derived from the formula where x and y are points along the 

\\R xds \\R yds 

——— and ————- 

\\R ds * \\R ds 
abscissa and ordinate, and s is the area, integrated over the region R. Once this collection of 
eight points is established, the problem of finding a point-representation for the extreme intensity 


of each octant was a little more difficult. There can be no center of mass because each outer 
area is infinite. 
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Figure 1. Mopret Emp.ioyep to DETERMINE SUMMARY POINTS ON THE DrAGNostTic GRID AND TO 
CaLcuLATE HoRIzONTAL AND VERTICAL DISCREPANCY VALUES. 


At this point, consideration of the meaning of relative discrepancies was taken into account. 
Clearly a change in the same octant should be less than the change, even at the least intensity, 
between two octants. With this principle in mind, a set of points was arbitrarily selected to repre- 
sent the extreme intensities for the eight octants, maintaining, for example, that a red 1-black 1 
discrepancy be a little less than a black 1-black 2 discrepancy. 

The intersection of each point with the x (hostility-affiliation) and the y (dominance-sub- 
mission) axes was established, and the continuum of these points was assigned the values from 
+56 to -56, with zero at the center of the circle (Table 2). Now it was possible to establish verti- 
cal and horizontal components of each discrepancy. The geometric distance given by the formula 
V dx? + dy? (where dx is the vertical discrepancy and dy the horizontal) is then taken as the 
measure of discrepancy. 

TaBLE 2. Horizontat (Lov) AND VERTICAL (Dom) VALUES For Eacu OcTANT 





Dom Lov Dom Lov 
+56 +11 +33 +6 
+47 —32 2 +28 —19 
+11 —56 +6 — 

—32 —A7 —19 —28 
—56 —ll1 —33 —h 
—47 +32 5 —28 +19 
—ll1 +56 —b +33 
+32 +47 +19 +28 


Red 


WANID Cre Wb 





Here another conception of the meaning of discrepancies was considered. At all times the 
discrepancy between any two equally-distant points should be the same, regardless of the position 
of the points on the circle, i.e., red 1-black 1 should equal red 2-black 2. However, from table 2, 
the following is noted: for red 1-black / the x and y discrepancy components are (—23, —5) and for 
red 2-black 2 they are (-19, +13). The squares of each respective discrepancy are 554 and 530. 
Theoretically the square roots of these numbers should be equal if our principle is to be met. The 
two square roots are 23.537 and 23.022. In all such cases encountered, the closest whole number 
to both square roots was taken to be the discrepancy, (in this case 23). In this way 14 possible 
discrepancies are obtained. They are presented in Table 3. 

The model was then examined in terms of meaning for these discrepancies and the conceptual- 
numerical relationships. Table 3 shows one set of discrepancies and their relative magnitudes. 
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Tas_e 3. ALL PosstspLeE DiscREPANCIES AROUND THE 
Pair 1 - 1 AND THEIR MAGNITUDES © 
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Key: The italic numbers refer to moderate (black) dis agnostic ‘intensities and 
the roman-face numerals to extreme (red) intensities. 


‘areful examination of this table shows the inner-relationships of all possible distances from 
one on int. All other octants show the same relationships because of the equivalent distant prin- 
ciple used in establishing discrepancy magnitudes. Conside — the extreme combinations only, 
we have the following set of discrepancies: 1 1 = 00,12 = 44,13 = 81,14 = 105,15 =114. 
The same grouping for lesser intensity combin: ations viel is the following: 1 1 = 00, 1 2 = 26, 
13 = 48,14 = 62,145 = 68. Pair wise comparison of equal octant but different intensity groups 
shows that as the distance around the circle becomes greater, the ratio of the two sages ay 
becomes less, i.e., 00:00> 26:44 = 48:81 = 62:105>68:14. 1 This rel: ationship leads to the fact 
that the discrepancy between 17 5 (most extreme of the lesser intensities) is between the discre p- 
ancy for 1 3 and 1 2, placing a greater discrepancy value for a moderately distant discrepancy of 
extreme intensity, ie., 1 3, than on an extremely distant discrepancy of moderate intensity, 
Le... 2G. 

Placing all discrepancies in intervals of 20, we have the results in Table 4 


TABLE 4. ILLUSTRATION OF THE GROUPING OF ALL PossIBLE DISCREPANCIES 
INVOLVING THE D1aGNostic CopgEs “1” aANp “1” 


Code Discrepancy Numerical Value 





1 00-20 
y 21-40 





( 
( 
( 


1 

1 3 41-60 
13 (1: 5 61-80 
l 5 (1 5) 81-100 
1 101-120 


, 


This grouping shows approximate equations of the various mixed discrepancies, such as 1 - 
approximately equal 1 3 approximately equal / 4, i.e., the two most extreme moderate intensity 
discrepancies are approximately equal to the disc re ps ine y between moderate and intense of med- 
ium distance around the circle. 


This consideration of discrepancy relationships seems to indicate that the model we con- 
structed is consistent with the meaning of change in terms of the theory of the interpersonal circle. 


Measurement of Interlevel Conflict in Personality. This method for measuring differ- 
ences between pre-post test batteries can also be employed to measure the kind and 
amount of discrepancy between levels of personality. The conflicts and variabilities 
which exist in the personality structure can be quantitatively stated by comparing 
the diagnostic code at one level with that at any other level. The same table of 
numerical values which expresses.a pre-post difference at the same level can be em- 
ployed to denote interlevel conflicts or discrepancies. At present 32 of these inter- 
level discrepancies or ‘‘Variability Indices” (which are somewhat similar to psycho- 
analytic “defense mechanisms”) have been defined and used in clinical diagnosis. 
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The theory of variability and 15 of these Variability Indices have been described in 
a previous publication. “ 


Measurement of Change in Symptomatic Behavior Manifested by Individual Therapy 
Patients and No-Therapy Controls. In order to study the changes in personality due 
to psychotherapy we believe it necessary to measure several levels of personality 
before and after therapy. Changes in one level may take a greater or less significance 
in the light of changes in another level. 

A decrease in depression at the symptomatic level may or may not be considered 
an “improvement” depending on the events at other levels. If such a change were 
accompanied by an intensification of a rigid self-satisfied, pious self-perception and 
an increase in the tendency to project blame and sadism on to fantasied “other’’ 
figures a movement towards a morbid paranoid pre-psychotic state might be sus- 
pected. If, on the other hand, a decrease in depression is accompanied by a more 
balanced and flexible set of conscious and preconscious scores a more durable ad- 
justment might be predicted. 

In this paper we shall present the results of a research study in which the 
changes in symptomatic behavior of patients undergoing brief psychotherapy are 
compared with the changes manifested in a “waiting list’”’ control group. The pur- 
pose of this exposition is to illustrate the methodology for measuring change which 
has been described above. For illustrative simplicity we shall be forced to violate 
the principle of multi-level analysis. We cannot, therefore, claim that the results 
test any hypothesis as to whether psychotherapy does or does not ‘“work”’. 


PROCEDURE 


Subjects. Two groups are studied in this research. One sample comprises 42 patients 
who were administered the interpersonal test battery before and after brief individual 
psychotherapy. A control sample of 23 patients received the same test before and 
after an equivalent waiting period. The interval between test and re-test for the 
therapy sample was 8.32 months; for the control sample 7.00 months. 

These samples have been used in a previous study of differences in MMPI scale 
scores”), The characteristics of the samples and of the clinical situation in which 
the research was done were described in this earlier paper. These details will not be 
repeated here. The most crucial issue, in this regard, involves possible differences 
between the control and experimental groups which might artificially influence the 
subsequent ‘‘change’”’ phenomena. Such variation did not exist, ‘‘the groups did not 
differ significantly from one another either in initial severity of condition as indi- 
cated by the MMPI clinical scales, or in prognosis . . . since they were similar also in 
diagnosis, and in age and education, it may be concluded, so far as the main vari- 
ables relevant to this study are concerned, that all . . . subsamples were drawn from 
the same population’’. “? 

This paper is concerned with comparing the changes in symptomatic behavior 
of the individual therapy patients with the changes manifested (at this same level) 
by the controls. The symptomatic diagnosis for each patient before and after the 
experimental period was obtained by formulae which convert MMPI scores to in- 
dices and which are then standardized and plotted on a diagnostic grid. This tech- 
nique is described elsewhere). Two diagnostic codes (pre-and-post) are then avail- 
able for each patient. These two diagnostic codes are then compared to yield dis- 
crepancy indices as outlined in the preceding sections. 


RESULTS 


Quantity of Change. The first question to be considered is: Do individual therapy 
patients change more than control subjects (at the level of symptomatic behavior)? 
The answer to this question is contained in Table 5 which presents the discrepancy 
index for all the control and therapy patients. It will be noted that the therapy 
patients tend to show greater amounts of personality change than the controls. If 
the index figure of 26 is taken as a cutting point, all patients at or below this figure 
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TaB_e 5. Tary or INDICES OF CHANGE AT THE SYMPTOMATIC LEVEL OF 42 
INDIVIDUAL THERAPY PATIENTS AND 23 CoNTROL CASES 
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can be defined as showing little or no change and those falling above 26 can be de- 
fined as manifesting moderate or extreme change. A chi-square test between the 
control and the therapy samples based on this cutting point is significant at the .05 
level. This justifies the summary statement that the experience of being in individual 
psychotherapy for a period of approximately six months leads to significantly greater 
change in personality (at the symptomatic level) than does the experience of being 
on a waiting list but receiving no psychotherapy during an equivalent period. 

A previous paper by Barron and Leary“? reported a study of changes in in- 
dividual MMPI scales on the same sample of subjects. It was concluded that the 
therapy patients ‘‘did not improve significantly more than the waiting-list controls.” 
The findings just reported demonstrate that psychotherapy patients change more 
than controls. The difference between these two conclusions hinges on the words 
improve and change. The term improvement in the Barron-Leary article was defined 
as a decrease in symptomatic scale scores. A patient who manifested an increase in 
Depression would be considered to be ‘‘improved.” In the present study this patient 
would be considered to have changed which would lend support to the hypothesis 
that psychotherapy is related to shifts in personality. 


Who Changes? The code system of interpersonal diagnosis lends itself to a variety of 
clinical and research applications. Comparison of the pre-therapy and post-therapy 
codes yields an index of the amount of change as described in the preceding section. 
Rearranging the same diagnostic code data in a different way makes it possible to 
determine which personality types change and in which direction they change. This 
is accomplished by constructing a table in which the pre-therapy diagnostic categor- 
ies are ranged on the vertical axis or the side of the table and the post-therapy cate- 
gories along the top or horizontal axis of the table. Any combination of pre-post 
scores can be located in the appropriate box. In Table 6 the pre-post diagnostic 
score combinations for each female individual therapy patient are plotted.2 Table 7 
presents the same data for the male therapy patients. In Table 6 the upper left hand 
box contains the figure ‘‘2”. This indicates that there were two female patients who 
were diagnosed (at the symptomatic level) as ‘‘managerial-autocratic’’ both before 
and after treatment. In the same row, six units to the right there is the figure “1”. 
This indicates that there was one female patient who was diagnosed ‘‘managerial- 
autocratic” before therapy and received the diagnosis of ‘‘hysterical-conventional”’ 
personality after treatment. 


*It should be noted that Tables 6 and 7 are not correlational matrices and should not be inter- 
preted as such. The variables are arranged in a circular order. When they are re-arranged in a linear 
order (as in Figures 6 and 7) it must be remembered that Variable 1 is adjacent to Variable 8 and is not 
opposite as would be the case in a standard correlation scattergram. 
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TABLE 6. INTERPERSONAL DIAGNOSIS OF 33 FEMALE Patients BEFORE AND AFTER INDIVIDUAL 
PsyYCHOTHERAPY 








Post-THERAPY DIAGNosIs R 
Pre-THERAPY No 


DIAGNosIs 2 3 4 5 6 CHANGE CHANGE 
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TABLE 7. INTERPERSONAL D1AGNosIs oF 18 MALE PATIENTS BEFORE AND AFTER INDIVIDUAL 
PsYCHOTHERAPY 
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We consider patients who manifest a shift of more than one unit along the 
diagnostic continuum to have “‘changed”’ and those who show a shift of one or no 
units to have “not changed’’.* The number of patients in each pre-therapy diagnostic 
category who did and did not change during treatment is listed in the extreme right 
columns of Tables 6 and 7. In Table 6 for example, we see that of the seven women 
diagnosed (before therapy) as narcissistic (code = 2), six did not change appreciably 
while one did change to a post-therapy diagnosis of hyper-normal personality. Of 
the four female hysterics (code = 7), three did change—one becoming a managerial 
personality, one becoming sadistic and one masochistic. 


Summarizing pre-post therapy data in tables of this sort makes possible pre- 
dictive statements about the anticipated course of therapy. Table 6 suggests that 
female patients who are obsessive or schizoid have once chance in ten of changing 
during individual psychotherapy. Table 7, on the contrary, suggests that male 
patients who are obsessive or schizoid have four chances out of seven of changing 
in psychotherapy. The findings presented in Tables 6 and 7 are based on too few 
cases to be used for predictive purposes. They do, however, suggest specifie hypo- 
theses about which personality types in men and women are most likely to change. 
When the diagnostic data from the other levels are added, both the complexity and 
the accuracy of predictions increase many-fold. 


Even when the measurements are restricted, as is the case here, to one level of 
personality, significant trends can be sensed. The data in Tables 6 and 7, for ex- 
ample, can be combined into two categories—one involving patients who were in- 
itially hostile and weak (diagnostic codes 3, 4, 5) and those who were initially conform- 
ing and affiliative (codes 6, 7, 8). Applying this categorization to the data in Tables 
6 and 7 the breakdown is presented in Table 8. Men who are hostile or weak (at the 


TaBLe 8. PERSONALITY CHANGE IN PsYCHOTHERAPY FOR MALES AND 
FEMALES WITH INITIAL DIAGNOSES OF HostTILE-WEAK OR CONFORMING- 
AFFILIATIVE. 


Factor | Females 





Change | No Change 
Hostile and 


weak 2 | 9 


Conforming and | | 
Affiliative | | 7 


5 





symptomatic level) are more likely to change than women with the same pre-therapy 
diagnosis. On the other hand men who are conventional and bland (at the symp- 
tomatic level) are less likely to be helped than women with the same initial diagnosis. 
The trend for change to occur in the case of weak hostile men is significant at the 
.03 level and the same trend for conventional women is significant at the .05 level. 


These results are, as stated above, illustrative and suggestive. The restricted 
number of cases is one important qualifying factor. Even more important is the 
effect of the other levels of personality. The research currently being conducted by 
the Kaiser Foundation project measures the multi level diagnostic pattern and at- 
tempts to use this to predict the kind and amount of change to be expected at the 
several levels as a result of individual therapy, group therapy and “no therapy”’. 


8This method for estimating change is different from and less precise than the diagnostic code 
discrepancy method described above. The intensity rating is discarded and red and black scores are 
combined for each octant. This definition of “change” is not used in general studies of discrepancies 
but is useful in studies where the relationship between diagnosis and change is the issue. It will be 
noted that this cutting point of one unit is equivalent to a code-discrepancy score of 44. 
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SUMMARY 


This article describes a method for measuring change in personality based on 
differences between a test battery given before and one given after a time interval. 
The kind and amount of change can be determined by means of a series of statistical 
manipulations. The kind and amount of discrepancy (conflict) between levels of 
personality can also be measured by the same procedure. The method involves the 
use of the interpersonal system of diagnosis which employs 16 interpersonal varia- 
ables at four levels of personality. 

The mathematical rationale for the system of discrepancy measures is presented. 
Two empirical studies illustrating the use of this method are then presented. The 
first study compared (at the symptomatic level) 51 patients tested before and after 
individual therapy with 23 control patients tested before and after a comparable 
waiting period. The therapy patients changed significantly more than the controls. 

A second study illustrated the use of this system of analysis to determine who 
changes in psychotherapy. The results suggest that men who are hostile or weak (at 
the symptomatic level) before therapy are more likely to change than women with 
the same interpersonal diagnosis. Females who manifest bland and conventional 
symptomatic behavior before treatment are more likely to change than males with 
the same interpersonal diagnosis. 
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PROBLEM 


An important aspect of the operation of clinics which evaluate the probable res- 
ponse of patients to behavior therapy is the diagnostic interview of the patient by 
(usually) an experienced staff member. An attempt is made in such an interview to 
decide various questions, such as the nature of the disabilities present, the need for 
further examinations or referrals, the wisdom of the referral to this particular clinic, 
the probable response of the patient to behavior therapy, the indicated major areas 
to work on in behavior therapy, the therapist most likely to be effective (of those 
available), ete. It is generally assumed that the interviewer elicits the behavior and 
information (conscious and unconscious) relevant to the above questions by inducing 
as much spontaneity in the patient as possible, despite the necessity for asking some 
direct questions; this assumption implies careful adjustment of the interviewer's 
behavior and verbalizations to those of each patient and also necessarily that the 
spontaneously behaving patient has a characteristic pattern of his own. The follow- 
ing explicit statement of how the interviewer is supposed to function in first contacts 
with a patient who needs behavior therapy was made by Saslow and Buchmueller“): 
‘“‘He adjusts his speech and non-verbal activity to the patient’s tempo, duration of 
utterance, and capacity for interruption, so that the patient is as comfortable as 
possible with him, especially in the first interviews”. No data were presented to sup- 
port the assertion that the interviewer or therapist does in fact behave as assumed. 
As has been convincingly demonstrated by Kelly and Fiske®?, strong confidence in 
predictions about human behavior may be inversely related to the measured validity 
of the predictions. 

We have therefore considered it necessary to examine the hypothesis that a 
diagnostic interviewer suits his behavior to that of the patients he examines, in the 
ordinary course of his work. 


METHOD 


The patients interviewed were referred from various clinics at this medical 
center to a clinic for comprehensive medicine (Medicine D) described elsewhere “?. 
Their disabilities could be single or multiple; they had different degrees of aware- 
ness of the reasons for being referred; they accepted referral in diverse ways; had 
varying attitudes towards behavior therapy and a wide range of probable responses 
to it; they differed in intellectual ability, and in many other ways. The usual pro- 
cedure was as follows: Besides the regular diagnostic interviewer (a senior therapist), 
there were present 2 or 3 therapists-in-training (psychiatric residents, medical in- 
ternes, medical social workers, clinical psychologists, or senior medical students). The 
interviewer read aloud to the group the patient’s clinic record, as rapidly as possible, 
in order to focus the patient’s problems to some degree. He then left the room to 
meet the patient (who had an appointment in Medicine D made a few days earlier), 
returned with the patient, and introduced the patient to the group. He then turned 
to the patient, and interaction recording began. The operator of the portable inter- 
action recorder (see below) sat in a corner of the interview room, so placed that he 
had adequate view of patient and interviewer; he was introduced as a doctor who was 
observing the way doctors behaved with patients. Very rarely did a patient comment 
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about the observer or look at him; just as rarely did a patient pay particular attention 
to the trainees present while the diagnostic interview proceeded. At the end of the 
diagnostic interview, the interviewer invited questions from the trainees present, 
summed up the patient’s situation, made indicated recommendations or assignment 
to one of the trainees for behavior therapy, and escorted the patient out of the room. 
The diagnostic interviews were approximately 30 minutes in length. Twelve un- 
selected patients were interviewed and studied in the above manner. Each patient 
was interviewed once. Interaction recording ceased when the interviewer invited 
other persons to ask questions of the patient. 

Since we shared the general opinion that persons with behavior disorders ad- 
justed their behavior less effectively to a wide variety of interpersonal situations 
than those without behavior disorders, we considered the possibility that the diag- 
nostic interviewer’s ability to vary his behavior to match that of patients (assuming 
such ability were in fact demonstrated) might be only a reflection of a relatively 
narrow, fixed range within which the interviewer was capable of varying his own be- 
havior, rather than a learned ability utilized specifically in the patient-doctor situa- 
tion. That is to say, it was possible that the interviewer himself had relatively fixed 
interactional characteristics, which he showed not only in his interviews with pa- 
tients, but in all his interpersonal activity. In addition to the interviewed patients, 
we therefore studied conversations between the same interviewer and three of his 
colleagues whom he met regularly for purposes of discussing research interests and 
work in progress as well as for supervision of behavior therapy being carried on by 
them. Seven such meetings were observed, each one 40 to 50 minutes in length, two 
each for two of the controls, and three meetings for the third. 

Interaction chronograms were made by the method described by Chapple in 
various publications“: ©’. Two observers practiced the use of the Chapple portable 
interaction recorder in interviews of patients and colleagues with the therapist who 
was to be the subject of our observations, until they could make consistent observa- 
tions of verbal and gestural interacton, as judged by their watching each other in the 
role of observer. During their practice period, they received assistance from Dr. 
Chapple. The behavior of the therapist selected for observation immediately high- 
lighted some of the relevant variables in interview interaction, in that a great many 
of his interactional responses were rapid, brief, gestural ones—requiring special at- 
tention to insure adequate recording, yet impossible to omit from the interactional 
picture because they were obviously highly productive of responses by the inter- 
viewees. In the present series of observations, no verbatim recordings were made of 
the interviews; but the interviewer wrote his usual summarizing note of each inter- 
view in the patient’s clinic record. No attempt was made to use the kind of standard- 
ized interview procedure described by Chapple and used for other purposes by him; 
rather we aimed at an interactional description of the habitual adjustment of the 
interviewer to the patient (or other interviewee) in the specific settings described. 

The tape made by the portable recorder, with its electrically conducting lines of 
varying length (length standing for duration of an action, or inaction) was run off 
on an electric scanner which, in turn, operates a computing machine, the Interaction 
Chronograph“). Measurements yielded by the interaction chronograph for any 
given interview and used in our analysis include the subject’s tempo, activity, his 
adjustment to the therapist (adjustment), the therapist’s adjustment to him, initia- 
tive, dominance, subject’s synchronization, and therapist’s synchronization. The 
terms used above follow Chapple, and are defined in a recent paper by Saslow, 
Matarazzo and Guze“?. 

The measurements obtained provide independent values for the therapist and 
for the subject, that is, each person in the interview can in turn be the focus of at- 
tention and the values of the several variables described below can be computed for 
each of the two persons separately. Each figure in the tables represents the value of 
the particular variable per unit of interaction, which is defined as the occurrence of a 
sequence of an action followed by a period of inaction (silence). It may help to think 





4 


STUDY OF THERAPIST BEHAVIOR IN DIAGNOSTIC INTERVIEWS 135 


of the unit of interaction as a cycle which repeats itself throughout the interview, 
the durations of the component actions and inactions being of course quantitatively 
different. The total value of any variable described below is therefore divided by 
the number of cycles (units) for the particular person, and the measurements given 
in the tables are, therefore, either durations (in one-hundredths of a minute), or 
frequencies, per unit. 

The diagnostic labels assigned to the interviewed patients were as follows: 
hypochondriacal preoccupation, 2; in pain and worried—no psychiatric diagnosis 
felt probable; hysteria, dull normal intellectual level, 2; psychopathic personality; 
schizoid personality with intermittent schizophrenic behavior, 2; pathological emo- 
tionality, with marked improvement after intensive behavior therapy; anxiety 
neurosis, 2; clinic record lost, 1. 


RESULTS 


The mean values for the therapist’s interview behavior with controls and 
patients are presented in Table 1. It will be noted that there are systematic differ- 
“ABLE 1. MEANS oF INTERACTION CHRONOGRAPH VARIABLES OF THE SAME THERAPIST WITH A 
PATIENT SAMPLE AND A ConTROL SAMPLE! 











Patients Controls F-test 








Tempo of Therapist? 
Mean 10.46 a. 43.80 
Sigma 1.47 5.38 13.32 
Activity of Therapist? 
Mean .69 : .38 
Sigma .18 4. 20 
Therapist’s Adjustment to the Subjects? 
Mean .74 6 .20 
Sigma .97 6 .83 
Subject’s Adjustment to Therapist? 
Mean .14 : .70 
Sigma .79 2.3: .68 
Initiative of Therapist with Subjects* 
Mean .23 12 .25 
Sigma .23 : .00 
Dominance of Therapist over Subject® 
Mean one : .50 
Sigma .14 .54 .50 
Therapist Synchronization with Subjects* 
Mean 02 12 5.72 .05 
Sigma .07 .10 .00 
Subject Synchronization with Therapist® 
Mean .63 .22 33 01 
Sigma .24 .55 .00 .05 





1All values in this table were derived by dividing the measurements by the total number of inter- 
action units of the therapist in a given interview. 

*These are durations, in 0.01 minutes; multiply by 0.6 to convert to seconds. 

’These are frequencies. 


ences between the mean values for the therapist’s behavior with control and patient 
groups, with regard to all the variables studied. The last column of Table 1 indicates 
which differences reached levels of statistical significance and the probability (con- 
fidence) level of these differences. 

One of the crucial points raised in the initial design had to do with the capacity 
for variation of the therapist. Not only are his mean values for tempo significantly 
different for patients and controls, but the therapist was much more variable in his 
interviews with the controls than with the patients. His mean tempo with the con- 
trols was twice as great, while his standard deviation was over three times greater. 
In activity, his mean value with the patients approaches zero, and the higher value 
for the controls represents only a slight increase (less than 1 second) in the amount of 
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activity shown by the therapist. His standard deviation in activity with the controls 
is, however, significantly greater than with the patients. 

The pattern of this therapist’s diagnostic interview, as revealed by the figures in 
Table 1, is of considerable interest. In contrast to his behavior with the controls, he 
maintains a faster tempo with the patients, 10.46 hundredths of a minute (6.28 
seconds), and consistently so, as shown by the small standard deviation. In other 
words, the therapist starts to act or to respond, by word or gesture, once every 6 
seconds, on the average, with the patients. With the controls, his tempo is slower 
(the cycles are longer) and he is more variable. In activity, as can be seen by exam- 
ining the values in Table 1, he is consistently low with the patients, but with the con- 
trols is quite variable, sometimes being quite talkative and at other times being rela- 
tively silent. Since he is so quick in tempo with the patients, it is evident from his 
low activity with them that his actions must be relatively brief. He acts frequently, 
but for very short periods. 

Furthermore, it can be noticed that, despite the lack of statistical significance, 
the therapist interrupts the controls for longer periods than he does the patients 
(therapist’s adjustment) and more significantly, the controls reciprocate (subject’s 
adjustment), in marked contrast to the patients. In fact, on the average the patients 
tend to hesitate before responding, whereas the controls interrupt much more than 
they hesitate. A similar picture is shown by the average values for synchronization, 
where the frequency of interruptions and failures to respond is relatively equal for 
the therapist (1.12) and the controls (1.22), while the patients far less frequently fail 
to adjust to the therapist (.63), although there is little difference in the average num- 
ber of instances of lack of adjustment in the therapist’s behavior with the two 
groups (1.02 and 1.12). 

Characteristically, too, there is a (non-significant) trend for the therapist to 
allow the patients to take the initiative more frequently than he does the controls, in 
spite of the rapidity of his tempo, and to dominate them less frequently than he 
does the controls. He shows a statistically stable difference in his variability (flexi- 
bility) in dominance pattern with the two groups, being more variable in his domin- 
ance behavior with the controls. 

In the diagnostic interview as a whole, therefore, the therapist’s pattern is one 
of rapid and frequent responses for very brief periods, with a clearly defined tendency 
to allow the patients to take the initiative where they can, and to encourage this 
process as much as possible by trying to reduce the frequency with which they are 
dominated to not much more than 50 — of the level habitual with the controls. That 
this pattern is consistent is shown by the examination of the figures for the individual 
interviews and is in marked contrast to the relatively free and easy pattern of give- 
and-take shown in the interviews with the controls (larger standard deviations). 

The significance of these figures as indicating a deliberate pattern of behavior 
on the part of the therapist is brought out if we turn to the values for the controls 
and patients themselves in Table 2. Whereas there had been a marked difference in 
the mean value of the therapist’s tempo in his behavior with patients as contrasted 
to controls, it is clear from the mean tempos of the two groups themselves that there 
was very little difference between them. The same statement applies to their mean 
activity. There is no significant difference between the means or standard deviations 
for the activity shown by the two groups. The controls interrupt for longer durations 
than the patients (adjustment), the patients take the initiative with the therapist 
more often than the controls do, and the therapist more often acts along with the 
patients by means of encouraging head nods (which accounts for the higher value of 
therapist’s “synchronization” with the patient group). 

Thus the most consistent differences between patients and controls lie in the 
patient’s consistently higher initiative with the therapist and the much smaller 
length of their interruptions (which in several cases involved a very marked failure 
to respond). Higher initiative is associated with the therapist’s pattern of waiting 
for the patient to continue, rather than responding immediately himself. There is 
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TABLE 2. MEANS OF INTERACTION CHRONOGRAPH VARIABLES OF A PATIENT SAMPLE AND A 


ConTROL SAMPLE.! 








Variable Patients Controls F-test 


Tempo of Subjects 


Mean 16.36 3 1.66 

Sigma 4.18 ; 1.87 
Activity of Subjects 

Mean 6.64 .26 .48 

Sigma 4.65 5.42 .36 | 
Subject’s Adjustment to Therapist 

Mean 12 





.92 .02 
Sigma 1.04 ; 2.94 
Therapist’s Adjustment to Subjects 
Mean .07 2.3. 91 
Sigma .52 .35 
Initiative of Subjects with Therapist 
Mean 43 m .00 
Sigma .09 .00 
Dominance of Subjects over Therapist 
Mean 06 .02 .00 
Sigma .50 .50 1.00 
Subject Synchron. with Therapist 
Mean 91 .90 .33 
Sigma .20 15 2.00 
Therapist Synchron. with Subjects 
Mean 1.59 .88 7.03 .025 
Sigma .46 ie 2.48 





_ ‘All values in this table were derived by dividing the measurements by the total number of inter- 
action units of the subject in a given interview. 


little difference between the two series in dominance or in their synchronization with 
the therapist, but interestingly enough, the diagnostic interviewing pattern, from 
the point of view of the patient, results in a higher frequency of instances (higher 
value for therapist’s synchronization) in which the therapist does not adjust smooth- 
ly to the patient. These can be classified under two headings; the consistent waiting 
before responding to see whether the patient will take the initiative and start again, 
and the use of interruptions—primarily smiles, head nods, etc.—to “‘encourage”’ the 
patient to keep responding. This behavior is reflected in the therapist’s own rapid 
tempo as shown in Table 1. ; 

It is thus clear that the patients as a group do not differ significantly in most of 
the measured variables from the controls as a group. The variables which are sig- 
nificantly different result from the behavior of the therapist in the diagnostic inter- 
view, i.e. the frequent use of brief encouraging gestures and speech, the speeding up 
of tempo, and the use of the pause to allow the patient to take the initiative as often 
as possible for him. 

When the variability of the raw interaction measures within an interview is con- 
sidered separately for each patient or control, there is a noticeable trend for the 
variability to be less for any one patient than for any one control. The number of 
cases studied is, however, too small to permit further analysis of the significance of 
these differences in intra-individual variability. 


DIscuUssiIoN 


Although Chapple and co-workers have presented in a number of publica- 
tions: 5 8. 9% 1, 11, 2, 13) the hypotheses underlying the interaction chronograph 
method, and data obtained with it in certain investigations and applications of this 
approach to human relations problems, examination of one or more of his basic 
hypotheses by other workers has been rare. Such an examination was published in 
1951 by Goldman-Eisler“*. She concluded that “the analysis of the data adds strong 
support to the hypothesis that certain relations of time-sequences of action and 
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silence in conversation tend to be constant within limits, and characteristic of in- 
dividuals independent of changing partners and topics’. No patients were used in 
this study. 

In a later study “® by the same investigator, a number of ‘“‘reserved”’ and ‘“‘talka- 
tive’ patients were each interviewed by three different interviewers, and various 
measures derived from interaction chronograph records were utilized for the an- 
alysis of interactional behavior of the patients and the interviewers. The interview- 
ers were consistent with regard to certain variables (such as tempo), irrespective of 
the type of patient, but showed considerable changes in others as they passed from 
one group of patients to the other. The patients showed relatively little variability 
in the amount of talking in an interview, but there were noticeable individual differ- 
ences in patient tempo. The interviewer who had the greatest modifying influence 
upon patient interaction was one with the quickest tempo and the highest ratio of 
short to long silences: the patients responding to him with quicker tempo, an in- 
crease in total time spent talking, and an increased ratio of short to long silences. 
The patients who showed increase in total time spent talking were in the “reserved”’ 
group (depressed patients); while the “‘talkative” group (anxious patients) talked 
most to the least talkative interviewer. These observations raise the possibility that 
there may be different optimal patterns for interviewers’ interactional activity for 
different kinds of patients. 

The measurements made of the behavior of the therapist in the present study 
showed that he had available a considerably wider range of variability in interactional 
behavior than he utilized with his patients in diagnostic interviews. Some verbatim 
interviews of the therapist with patients and controls were available for examination 
of the question of his range of speech activity in terms of words spoken: it was ap- 
parent that in the entire 50 minutes of an interview, he spoke 0.2 as many words as 
an anxious patient, (despite the fact that the therapist spoke 176 words/min. while 
patient spoke 107-115 words/min.), and 2.72 times as many words as a control in a 


supervisory session (therapist spoke 203-218 words/min., supervisee spoke 128-150 
words/min.). Thus, in terms of total number of words per interview, this therapist 
varied over an approximately 14-fold range (2.72/0.2). The range of behavior avail- 
able to him, whether we consider total number of words per interview, or the inter- 
action chronograph variables, was much greater than he used with patients. His 
behavior with patients would appear, therefore, to be specific to that interactional 
situation, presumably learned, and if learned, teachable. 


SUMMARY 


The diagnostic interview behavior of one therapist was studied with the inter- 
action chronograph. For comparison, interaction recordings were made of super- 
visory sessions and discussions about research. 

The therapist’s behavior with the patients followed a definite pattern, while it 
was considerably more variable with the controls. Only a portion of a demonstrably 
wider range of available interactional behavior was utilized by the therapist in the 
diagnostic interviews. 
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INTRODUCTION 


The purpose of this paper is to show how a new nonparametric method, mani- 
fest structure analysis, may be used for a quantitative analysis of case histories or 
very general information files. It is well-known that mature adults do not like to 
take most conventional tests. These same adults, however, generally show far less 
antagonism to interviews, the taking of a case history, etc. There is a real need for a 
method which permits the clinician to get information concerning a patient in the 
free and easy atmosphere of an interview, but which at the same time permits him 
to make an objective, quantitative estimate of the magnitude of some complex trait. 

Manifest structure analysis is a method that allows the clinician to analyze any 
information that can be observed and recorded. The clinician compiles an information 
file on each patient which may include: a case history containing significant psycho- 
logical and social facts, a medical history, results of a general physical examination; 
his attitudes, perceptions, feelings, etc., both past and present, and so forth. If the 
information file contains psychological test scores, these, too, can be analyzed either 
separately or intermixed with other information. Such an information file is rich in 
data. Manifest structure analysis is one way of analyzing this chaotic mass of data 
in order to estimate the magnitude of some variable, such as ‘degree of schizophrenia’, 
or ‘length of stay in hospital’, or ‘probability of violating parole’. 

In the present study, information files were compiled for management personnel 
in an industrial organization, a manifest structure analysis of these information files 
was made, and a test or scale constructed for use in estimating the actual value of 
employees to management. An analogous clinical procedure is as follows: (a) compile 
information files for patients; (b) analyze the information files by means of manifest 
structure analysis; (c) attempt to extract a set of ‘items’ which permits the clinician 
to objectively estimate, say, the length of time a patient will stay in a hospital. 


THE METHOD 


The general method used in the analysis of personnel data found in the informa- 
tion files was devised by the senior author and is called manifest structure analysis. A 
complete exposition of the theory and method, with step-by-step computational 
examples, is given elsewhere». In brief, it may be defined as a method of analyzing a 
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set of manifest relations between categorical data and a quantitative variable, in 
order to extract an ordered structure. It is different from latent structure analysis in 
that in latent structure analysis the items or categories are distribtited over a latent, 
rather than a manifest, continuum. 

Data may be represented in the form of a matrix of probabilities having values 
of one or zero. Columns represent predictor categories and rows represent intervals 
or points of a manifest, quantitative criterion. The data from an information file or a 
particular individual are entered in rows of this matrix. A value of 1 represents that 
an individual belongs to a certain category, a 0 that he does not. When all the data 
for all individuals have been entered into the matrix, a chaotic and unordered mass 
of data exists. The basic problem of manifest structure analysis is to extract a set 
of categories which approximate an ordered structure. To facilitate the selection of 
scalable categories and the rejection of nonscalable categories, three models were 
developed: the segmental, the intensive, and the clustery model. The segmental 
model is somewhat like a point scale. The intensive model is somewhat like a cumula- 
tive scale. The clustery model has no obvious similarity with any scaling model so 
far developed. However, the clustery model is probably more like the model of latent 
structure analysis than any other scale model in that trace lines for ‘items’ or cate- 
gories contained in a single ‘test’ may be radically different. That is, the clustery 
model is non-parametric for both items and scores. It is the general model and in- 
cludes the segmental and intensive models as special cases. 

The catescale in this study is an empirical analogue of the segmental model. In 
matrix terminology, the segmental model is a diagonal matrix with probability ele- 
ments of 1; the upper and lower triangular matrices have probability elements of 0. 
The utility of this model (and the others also) is that it serves as a search model, that 
is, we can use this model to search for a unique set of categories in the empirical mat- 
rix which approximates the search model. Predicted scores for individuals can be 
calculated from category scale values or from scale values of patterns. 


PROCEDURES 


This paper presents the results of the application of the method of manifest- 
structure analysis to data gathered from two sample studies in an industrial setting. 
After the construction of information files and the selection of criteria, scores were 
calculated for various types of predictors from category scale values. 


Information files. An information file was constructed for each employee studied. 
This information file included the following kinds of information: personal, social, 
work history, educational background, present interests and behaviors, physical 
characteristics, proficiency ratings, and scores made on several psychological tests. 


Criterion. All decisions regarding the selection of a criterion, the testing schedule, 
etc., were made through continuous conferences between the research team and top 
management of a large midwestern industrial organization. The criterion of worth to 
management used in this study was simply the ‘dollar criterion’. Both the research 
team and management felt that it was probably the most objective and the soundest 
criterion that could be used in the situation as it presented itself. Specifically, the 
criterion was the actual dollars-per-hour received by each employee. 


Predictors. The predictors or items were of many different kinds: true categories, test 
scores, biographical data, work history data, personal data, and so forth. The method 
employed required that they all be categorical in nature or reduced to categories. For 
example, wherever test scores were used, the total range of test scores was divided 
into three intervals: upper third, middle third, and lower third. Each of these 
‘chunks’ of data was then given a code number. This code number was used to refer 
to each of the categories under analysis. 


Sample 1. The standardization of the ‘test’, which we call a catescale, was made on 
thirty-two management employees. The weight or scale value of each category was 
derived by noting which employees belonged to that category and then calculating 
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the average criterion value for all employees in that category. The scale value of 
each category was derived by means of the formula 
=C 
v=—— 
N 


= the scale value of a category, 
the number of individuals in that category, 


C = the sum of all criterion values of the N individuals in the specified 
category. 


After a set of categories had been extracted from a large number of categories, 
the selected categories were made up as a mimeographed ‘test’. A score was derived 
for an employee by taking the mean of the weights or scale values of those categories 


to which that employee belonged. The score for an individual was calculated from 
the formula 


where, S an individual’s score, 
n the number of categories to which an individual belongs, 


V = the sum of the scale values of those categories to which an individual 
belongs. 


Table 1 shows how a score is derived for an individual. Check marks ( ¥ ) indi- 
cate those categories to which Doe belongs. The sum of the weights for checked 
categories is divided by the number of checked categories. This quotient is the 
predicted salary level for an individual. The correlation between these scores and 
dollars-per-hour income was then calculated. 


Sample 2. It was obvious that the analysis of Sample 1 was not sufficient for a test 
of the validity of the catescale. The research team designated the remaining ten 
management employees as the cross-validation sample. This was done by checking 
those categories to which an employee belonged and using the weights obtained from 
Sample 1 in calculating his score. The correlation between scores and dollars-per- 
hour income for the second sample was then calculated. 


RESULTS 


The catescale. Table 1 is the catescale obtained by means of manifest structure an- 
alysis. Thirty-nine categories were selected out of an original pool of 293 categories. 
The reader should note the varied nature of the categories or items employed in the 
catescale. The correlation between scores on the catescale and actual dollars-per- 
hour income for Sample 1 was .95. The correlation between scores on the same cate- 
scale and actual dollars-per-income was .80 for Sample 2. Both of these coefficients 
are significant beyond the 1‘ level of confidence. 


Validity. The validity of the catescale is best indicated by the correlation of .80 in 
the cross-validation sample. It is a better index of the general validity of the catescale 
than the correlation of .95 obtained from the standardization sample, because it con- 
tains the shrinkage that is to be expected in applying the catescale to other samples 
taken from this population. The coefficient of .95 is spuriously high as regards the 
future predictability of the catescale because it is composed of only the best cate- 


gories in the total pool of categories and, therefore, contains a certain amount of 
chance error. 


Reliability. The reliability of the catescale was not calculated because of the high 
validity and cross-validity coefficients. We can assume, however, that the reliability 
of the catescale is certainly above .80. 
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TasLe 1. Tue CatrescaLe DEVELOPED IN Tuts Stupy 
NaME: JOHN DOE 





Category Category Check 
Code Category Descriptions 
Numbers Weights Marks 
Highest pay ever rece sived. $151 per week - up 
2 Job at time of test. Supervision 
3. Organizations belong to. 1 
. Siblings. None 
5. Number of previous jobs. 
3. Minn. Clerical Test, Numbers 
7. Soc. Int. Test, Recog. Mental State. 
8. Soc. Int. Test, Humor. 
. Washburn Social Adjust., Wishes, first 3. 
. Minn. Clerical, Numbers % tile. 86 - up 
. Number of books or other readings last month. 0 - 1 
2. Minn. Clerical, Names score. 0-110 
3. Personnel Test. % tile. 0 - 34 
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. Education 8th or below 
. Bennett Mech. Comprehension, Foremen % tile 67 - up 
». Kuder Pref. Record, Clerical 0 - 40 
7. Personnel Test. 1.Q. below 115 
3. Bernreuter, Emotional Stability 0 - 34 
9. Social Intellig. Test, Judgement. 0 - 20 
20. How Supervise? Shop Practice Se. 0-12 
. How Supervise? Company Policy. 0-12 
22. Weight in pounds 186 - 200 
. Mich. Vocabulary Prof., Human Rel. 0-14 
. Mich. Vocabulary Prof., Commercial 0-12 
5. Bernreuter, Extrovert. 0 - 34 
. Social Intelligence Test, Total 0 - 90 
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27. Psychologist’s evaluation (rated by author) low - 1 
. Minn. Clerical, Names Wrong 5 - up 
. Psych. eval. (rated on 7 point scale) Average - 4 
. Soc. Intel. Test., College % tile. 0 - 34 
. Personnel Test, Number right. 0-12 
. Highest pay ever received. 0 - 99 per wk. 
. Siblings. Two 
. Social Intelligence Test, Humor. 0-10 
. Washburn S-A Inv., one of first 3 wishes, Social 
. Job at time of test. Non-Supervisory 
. Washburn S-A Inv. Score: “t” 6-10 
. Number of Children 1 
. Seale of Values, Social score 31 - 35 


ooo BS 


aI 
PRONWww 


.66 
.66 
.62 
.62 
61 
.60 
.56 





Add checked weights and write sum here................... 0000 cuees 19.62 
Add number of check marks and write sum here. . St aca Schatten a arg 10 


Standard error of estimate: $0.22 Predicted Worth $1.96 
Recommendation: Doe to be hired at pay of $1.96 per hour. 








DISCUSSION AND APPLICATIONS 


It should be pointed out that this was a custom-built catescale and no generaliz- 
ation is made regarding its applicability to the evaluation of management personnel 
in other industrial organizations. Other situations may require a different catescale. 

Manifest structure analysis is a quite general theory and method for constructing 
measuring instruments or exploring systematic relationships between predictor data 
and a quantitative criterion. It has certain advantages which recommend it for clin- 
ical research. It permits a very broad coverage of data. No assumption need be 
made regarding the form of distribution of scores over the manifest criterion. It is 
a quite objective method in that the dimension or trait over which the categories are 
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distributed is not an inferred, intuited, or latent dimension, but rather a manifest 
dimension. No assumption need be made regarding the content or face validity of 
categories or items. Besides these theoretical properties, it has certain practical 
aspects which recommend it to clinical research. It is a fast, simple, and economical 
method. And it permits the clinician to obtain data in the ways he prefers; he can 
then use this collection of data objectively and quantitatively. There are many 
practical problems of measurement and prediction which manifest structure analysis 
may be useful in helping the clinical to solve. We shall suggest only three. Manifest 
structure analysis may assist the clinician in answering such questions as: How long 
will this parolee go before he violates parole? How long will this patient be hospital- 
ized before release? How severe is this particular psychiatric syndrome in this 
patient? 
SUMMARY 

A new, nonparametric, objective method, manifest structure analysis, was ap- 
plied to the analysis of data in case histories or information files. Promising results 
were obtained in an industrial situation. It is suggested that clinical psychology may 
profit from the application of this method to specific clinical problems. Several clin- 
ical problems are suggested for which manifest structure analysis may offer a solution. 


{EFERENCE 
pu Mas, F. M. Manifest structure analysis. Missoula: Montana State University Press, 1956. 


PERSONALITY STRUCTURE AND DYNAMICS OF PATIENTS WITH 
RHEUMATOID ARTHRITIS* 
ALFRED D. MUELLER AND AARON M. LEFKOVITS 
VAMTG Hospital, Memphis, Tennessee 


PROBLEM 

The importance of psychogenic factors in the pathogenesis of the rheumatic 
diseases in general, and of rheumatoid arthritis in particular, has long been recog- 
nized. The exact role of these psychogenic influences both in the etiology of rheuma- 
toid arthritis and the occurrence of exacerbations and remissions during its chronic 
course has as yet not been determined. Most investigators, however, believe that 
these factors do play a significant role. It is generally recognized that an adequate 
assessment of these factors and the consequent institution of appropriate measures 
render the over-all management of rheumatoid arthritic patients much more effect- 
ive. By means of these measures the relative well-being of the patient can be main- 
tained for longer periods and remissions can be induced more readily; thus it is 
possible for the patient to lead a more useful life both for himself and for those who 
are dependent upon him. 

A number of studies have been reported in the literature concerning personality 
patterns and the psychodynamics of patients with rheumatoid arthritis. Specific 
mention should be made of the investigations of Booth®: * *, Booth and Klopfer >, 
and Cleveland and Fisher“, who used the Rorschach and other projective tech- 
niques, and those of Johnson, Shapiro and Alexander, and French and Shapiro”, 
who approached the problem through psychoanalytic therapy sessions. These in- 
vestigators concluded that rheumatoid arthritic patients show a chronic state of in- 
hibited rebellious hostility, and that excessively restricting parental attitudes create 
a predisposing personality factor in which punitive measures become associated with 
fear and guilt which in later life makes it difficult for the patient to achieve equi- 
librium between aggressive impulses and control. 


*From the Medical Service, Rheumatology Section, and Psychology Section, Veterans Adminis- 
tration, Medical Teaching Group Hospital, Memphis, Tenn. 
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The present study was undertaken in the hope that it might shed more light on 
the personality structure of the rheumatoid arthritic patient and was designed to in- 
vestigate the following hypotheses by means of projective techniques. 


I. Rheumatoid arthritic patients are inclined to repress hostility rather 
than express it overtly (extrapunitively). 


II. Dynamically, rheumatoid arthritic patients show unresolved early 
parental conflicts which make it difficult to achieve equilibrium between ag- 
gressive impulses and control. 


PROCEDURE 


Twenty-nine white, male patients who had active rheumatoid arthritis and were 
under continuous treatment in the hospital were studied. All patients had the sys- 
temic manifestations of rheumatoid arthritis of varying degrees of severity and in- 
volvement of several peripheral joints; 4 patients had, in addition, involvement of 
the spine and one patient had the triad of urethritis, conjunctivitis and arthritis 
(Reiter’s syndrome). The degree of severity of the disease was estimated in accord- 
ance with the criteria of the American Rheumatism Association and the experi- 
mental group included 3 patients classified as stage I of the disease, 13 as in stage 
II, 9 as in stage III, and 4 as in stage IV. Ali but one patient had elevation of the 
erythrocyte sedimentation rate (Wintrobe Method). The patients varied in age from 
21 years to 62 years (Mean, 38.58 years). 

There were 8 patients in the 3rd decade, 11 in the 4th, 3 in the 5th, 5 in the 6th 
and 2 in the 7th decade. Eleven patients engaged in agricultural pursuits, 7 in ser- 
vice occupations, 4 in clerical and sales work, 6 in skilled and or semi-skilled work, 
and 1 in unskilled work. 

The IQ was estimated by means of the Wechsler vocabulary subtest. The 
Rosenzweig Picture-Frustration test and the Rorschach were administered individ- 
ually by the same examiner. 

For control, a group of 29 white male patients treated in the hospital for various 
neurotic states were studied by similar tests with the exception that the control 
group did not have the Rosenzweig Picture-Frustration test. The two groups of 
patients were matched for age, 1Q, educational level and occupational classifications. 
In addition, the results obtained by testing the arthritic patients with the Rosen- 
zweig Picture-Frustration test in its six major categories were compared with Rosen- 
zweig’s“) normal male group. The ¢ technique was used to determine differences 
between the groups. 


RESULTS 


Table 1 shows that there is a significant difference between the results obtained 
by testing these rheumatoid arthritic patients and the Rosenzweig normal group 
in that the former are significantly less extrapunitive. ‘This difference is at the 1°, 
level of confidence. Positive differences exist between the two groups in both intro- 
punitiveness and impunitiveness. These. differences are significant at the 5°; level. 
These findings would tend to support hypothesis I, namely, that arthritics tend to 
inhibit or repress hostility. The group of arthritics is significantly less concerned with 
the barrier causing the frustration (O-D) than the normal group. Since these patients 
are overtly less aggressive, they are not concerned with the obstacles that might 
provoke overt aggression. They are more inclined to seek solutions to frustrating 
problems (10% level), and are not inclined to be ego-defensive. No significant differ- 
ence was found to exist between the two groups for Group Conformity Rating. This 
indicates that the arthritic patient is an individual who attempts to conform to con- 
ventional modes of behavior under stress. This, too, is in keeping with hypothesis I. 

Individual reactions to Rorschach cards IV and VII were analyzed in order to 
test hypothesis II, namely, that dynamically, rheumatoid arthritic patients show 
unresolved parental conflicts which make it difficult for them to achieve equili- 
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TABLE 1. CoMPARISON OF ARTHRITICS WITH ROSENZWEIG’S NORMATIVE GROUP 








Factors N 236 


| Normative Group | Arthritic Group Difference 
N 236 N 29 
Mean 8.D. | Mean 8.D. Means ratio 


between t- 


Extropunitive (E) 45 13.3 34.86 16.65 | 10.14 3.13* 
Intropunitive (I) : 8.25 | 31.16 7.88 | 3.16 2.00** 
Impunitive (M) 9.45 | 34. 16.09 | 7.44 2.18** 


Obstacle- 
Dominance (O-D) - 7.8 | 14.7: 7.00 5.18 4.1* 


Igo-Defense (E-D) § 11.3 | 56. 12.05 3.7 1.54 
| 


Need- 
Persistance (N-P) : 10.3 i * ai 





Group Conformity 
Ratio (GCR) 5 11.1 | : 2. ; 1.48 





* Significant at the 1% level 
** Significant at the 5% level 
*** Significant at the 10% level 


brium between aggressive impulses and control. Some investigators’: ™ believe 
that card IV, referred to as the ‘‘father” or ‘“‘authority” card, is often disturbing to 
those for whom parental authority is still an unresolved problem. Similarly, card 
VII has been called the ‘“‘mother’’ card because it has a feminine quality with fre- 
quent maternal implications. Failure to perceive the popular figures and blocking 
is held to indicate disturbance in the mother figure area, including maternal domin- 
ance and unresolved conflicts revolving around maternal problems. Needless to say 
these are not the only interpretations placed on these cards. 

Analysis of the reactions to these cards shows that 63°; of our arthritics and 
22°: of neurotics had trouble with card IV, and 92.6 of our arthritics and 85.9°; 
of neurotics had trouble with card VII. The value of Chi-square on the frequency of 
blocking and/or rejection of card IV is 7.42 (P<.01). This indicates that these 
arthritics had significantly more blocking and/or rejection on card IV than did the 
neurotics. Both groups had decided disturbances in the “‘mother’’ figure area as in- 
dicated by the high percentages stated above. This suggests unresolved conflicts 
with maternal implications. Thus these findings support the hypothesis that arthri- 
tic patients have unresolved conflicts in the area of parental authority. 

The Rorschach data were analysed further to discover any significant person- 
ality differences between arthritic patients and hospitalized psychoneurotic patients. 
For the size of the groups used in this study, t values of 2.75, 2.46, 2.04, and 1.70 are 
needed for confidence at the 1°, 2°, , 5°97, and 10°, levels, respectively. In only two 
of the variables—number of responses (R), and minor detail responses (Dd)—does 
the ¢ ratio reach the 5 level. In one instance—major detail responses (D)—the 
t ratio reaches the 10 level. The ¢ ratios for all the other variables show no signi- 
ficant differences between the two groups. The general conclusion suggested by the 
lack of significant differences between the groups is that they are quite similar in 
their personality characteristics as measured by the Rorschach. Both groups operate 
on a level of defective personality integration as measured by the Basic Rorschach 
Score devised by Buhler, Buhler, and LeFever“. Defective personality integration 
refers to incomplete and disproportionate representation of personality factors and 
may not necessarily refer to defective native resources. 

Both groups have defective emotional responsiveness in that they are inclined 
to be impulsive, lack emotional maturity, and have weak capacity to absorb emo- 
tional stimuli. The ratio FC to CF + C responses for the arthritics is .6 : 1.42, and 
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for the neurotics it is .8 :3.1. M toSum C ratios are 1.07 : 2.77 for the arthritics and 
1.5 : 3.65 for the neurotics. Thus the intellectual control factor is quite constricted 
in both groups. Constriction in both groups is also noted by relatively high pure form 
(F) responses; 60°(, for the arthritics and 57°7 for the neurotics. A trend toward 
aggression and/or hostility is also noted in the use of space (S) responses. The mean 
number of space responses for the arthritics is 2.31, and for the neurotics it is 2.2. 

The low number of responses (R) reported by other investigators ®: *: 4: 5. 7 was 
not found for our arthritic group (Mean R = 28). Other means for our arthritic 
group are in general similar to those reported by Cleveland and Fisher for M, Sum C, 
Sum Y (Fk, K), and A&%. The tendency to psychotic reaction reported by these 
investigators is not found in our group. As stated above, however, they are operating 
on the level of defective personality integration. 


DISCUSSION 


Our Rorschach findings indicate few significant differences between the arthritic 
and neurotic groups. On the contrary, the finding of insignificant differences on many 
similar Rorschach variables that are detrimental to good personality organization 
supports the hypothesis that arthritic patients are not significantly different from 
psychoneurotic patients. It should be emphasized, however, that except possibly for 
the findings revealed in cards IV and VII relating to restrictive parental attitudes, 
no definite Rorschach findings are indicated that appear to be specific for arthritis. 
Personality factors often found in arthritics are frequently found in patients who 
do not suffer from arthritis or who have diseases of some other system than the 
musculoskeletal. Nor can we infer that because personality and emotional factors 
are present in a given disorder, that these factors alone operate in the causation of 
the disorder. Further investigations are needed to determine additional factors, 
some of which may be of an inherited, traumatic, or infectious nature. 


SUMMARY AND CONCLUSIONS 


This study was undertaken to evaluate personality structure and unconscious 
motivation of rheumatoid arthritic patients by means of projective tests. A group 
of 29 hospitalized male veterans formed the experimental group. A comparable 
group of hospitalized psychoneurotic patients formed a control group. In addition, 
norms established for the Rosenzweig Picture-Frustration Test were used to eval- 
uate aggressiveness in the arthritic patients. Both the Picture-Frustration test and 
the Rorschach were given to the arthritic group but only Rorschach data were avail- 
able for the neurotic group. 

Our data support the hypothesis that arthritic patients tend to turn aggression 
inwardly or else they evade or gloss over frustrating situations rather that expressing 
aggression extrapunitively. The finding that arthritics are more disturbed on Ror- 
schach cards IV and VII suggests that early parental conflicts continue to operate 
unconsciously to result in defective personality integration. Except for this differ- 
ence in responsiveness to cards IV and VII, no significant differences on the principal 
Rorschach variables were found between our arthritic and psychoneurotic groups. 
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THE WECHSLER-BELLEVUE FORM I AND THE WAIS: A COMPARISON 
H. A. GOOLISHIAN AND ROSE RAMSAY 


University of Texas Medical Branch, Galveston 


INTRODUCTION 
The Wechsler Adult Intelligence Scale (W AIS) °? is a modified and newly stand- 
ardized version of the Wechsler-Bellevue Form I“. According to its author the new 
version was developed in order to correct some of the deficiencies noted in the original 
test. Despite many similarities between the two scales there are major differences 
both in the content of the items of the sub-tests as well as differences in the weighted 
score allowed for identical performance. These structural differences as well as clin- 


ical use of the scales soon led to the definite impression that the two tests yield differ- 
ent patterns of sub-test scores. Pattern analysis, based on experience with Form I, 
could not be carried carte blanche to the WAIS no matter how tempting the super- 
ficial similarities seemed to be. The present paper is an attempt to determine more 


specifically the nature of the similarities and the differences between the two forms 
of the test. 


SAMPLE AND PROCEDURE 


The present sample consisted of 546 white psychiatric patients to whom the 
Wechsler-Bellevue Form I or the WAIS had been given as part of a larger diagnostic 
battery. Of this number, 392 (190 males, 202 females) had been given the Wechsler- 
Bellevue Form I and 154 (91 females, 63 males) had been given the WAIS. All re- 
cords within a given time period were utilized with the exception of those patients 
having known organic brain pathology. Age and education were computed for both 
groups as an approximate check of the equivalence of the two samples and there is 
no known reason for any selective bias to exist. Data on the Object Assembly test 
are not included since this sub-test is not routinely given at this Clinic. The means 
and standard deviations of the weighted scores for each of the sub-tests were com- 
puted along with the means and standard deviations for the IQ’s, age, and education. 
The differences between the means of the Wechsler-Bellevue Form I sub-tests and 


the WAIS were compared and the significance of the differences determined by 
Student’s T-test. 


RESULTS AND DIscuUssION 


The statistical findings are reported in Table 1. As can be seen from this table, 
the two groups do not differ significantly in either age or education. It is assumed 
that the two groups are equivalent for purposes of comparison in the present study. 
There are, however, significant differences between the two groups on several of the 
sub-tests. For clarity of presentation, the differences and similarities between the 
two forms are presented for each sub-test individually. 





TABLE 1. 
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CoMPARISON OF Form I anp WAIS on Sus-Tests, I. Q.’s 


» AND Epuc ATION. 








Sus-Tests 


Inform: tien 


Compre shen: snsion 


Arithmetic 


Similarities 


Digit Span. 


Vv ocabulary 


Digit Symbol 


P icture C ‘omplet tion 


Block Design 


Mean 


Form I 
N = 392 


WAIS 
N = 154 


9.78 


3.18 


3 30 ) 


46 


Significance of 
Difference 


t 


1.69 





4.83 


. 309 


§.15 


2.71 


3.83 


Pic ture Am angement 


Vv rerbe nl IQ 
Pe rform: ince IQ 


13. 97 4.76 


Full Se cale IQ 102. o4 


30. 10 


2.91 


15.01 


12.09 


98. 53 


9.82 30.20 


3 36 


py 


13 


E ducation 11.60 7 16 





Information. The number of items on the revised form have been increased from 
25 to 29; 16 of these items are retained from Form I and 13 of the items are new to 
the revision. The two groups do not differ significantly in their mean performance 
on this sub-test despite the rather considerable difference in content of the items. 


Comprehension. The number of items in the revised form is 14 as opposed to 12 
in the original Form I; eight of the items have been retained from the older form. 
There is no difference between the two groups on the mean performance of this sub- 
test and it is a clinical impression that the test is equivalent to the original form. 
Two of the 14 items are for use with those in the lower intellectual ranges and are 
rarely used with the average clinic patient. The inclusion of three proverb type items 
makes for some difficulty in scoring; however, experience with the test soon clears 
this up. 


Arithmetic. Five items were retained from the original Form I of the Arithmetic 
sub-test and nine items added for a total of 14 items. There is a significant difference 
between the mean performance of the two groups on this test and the revised form 
seems in general a much easier Arithmetic test than does the old form. The mean 
arithmetic score on the WAIS more closely approximates the mean score of the other 
verbal tests; this was not the case on Form I. Experience with the Form I seemed to 
indicate that unless for special reasons of avocation or vocation one was particularly 
familiar with arithmetic this sub-test was generally lower than most verbal sub-tests 
with the possible exception of Digit Span. The revision has done much to eliminate 
this marked discrepancy 


Similarities. The revised Similarities test includes 13 items, ten of which have 
been retained from Form I. The inclusion of two items at the lower end of the scale 
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has done much to make this a more valid test with people of limited and border-line 
intelligence. Clinical experience seems to indicate that this, much like the Similar- 
ities sub-test on Form I, is a highly stable test of verbal intelligence. 

Digit Span. The content of the Digit Span test is entirely identical to the Digit 
Span test of Form I. There are, however, major differences in the scoring of this test 
and these differences would account for the highly significant difference between the 
mean performance of the two groups. Higher weighted score credit is allowed for 
performance on the WAIS identical to performance on Form I. For example, a Digit 
Span raw score of ten is credited with a weighted score of nine on the WAIS, whereas 
a raw score of ten on Form I was credited with a weighted score of seven. This re- 
vision of the norms upward is quite general throughout this sub-test with but few 
exceptions at the higher end of the scale and accounts for the difference in perform- 
ance in the two groups. As with the Arithmetic sub-test, the mean of the Digit Span 
now more closely approximates the mean of the other verbal tests, something which 
was not true on Form I. Experience indicates that it is no longer possible to expect 
such drops in either Digit Span or Arithmetic test scores with anxious or inattentive 
subjects such as were so frequently found with the Wechsler-Bellevue Form I. 


Vocabulary. The revised Vocabulary test has 41 items all of which are different 
from the items on the Wechsler-Bellevue Form I and this sub-test is probably the 
most markedly changed of all the sub-tests. Despite this radical revision, however, 
there is no significant or practical difference between the performance of the two 
groups on these Vocabulary tests. This experience indicates that it also remains one 
of the most stable indicators of intelligence, all other factors being equal. An im- 
portant advantage of the revised vocabulary list is that most subjects of average or 
better intelligence appear to be much more familiar with the words and, though they 
may give totally incorrect answers, at least feel that the words are somewhat within 


the limits of recognition and are less apt to feel themselves subject to failure as was 
so frequent with the very unfamiliar words at the higher end of the vocabulary test 
on Form I. This has a definite clinical advantage in that it helps maintain rapport 
throughout the test. 


Digit Symbol. The number of items on the Digit Symbol sub-test has been in- 
creased from 67 to 90 and with the exception of the reversed N (now an upside down 
T) there is no difference in the structure of this test. There is, however, a significant 
difference between the mean performance of the two groups on this sub-test and this 
can only be accounted for in terms of the revised norms. Unlike the Digit Span test 
the norms here are generally revised downward. A raw score of 46 on the WAIS 
credits the subject with a weighted score of eight, whereas a raw score of 46 on Form 
I credits the subject with a weighted score of 11, a difference of three weighted score 
points. This difference in the norms of the test is noted also at the higher end of the 
scale where an original top score of 67 gave the subject a weighted score of 16. Equiv- 
alent performance on the WAIS gives the subject a weighted score of 13 and one 
must get a minimum of 76 digit symbols correct in order to receive a weighted score 
of 16. At the lower end of the scale on Form I, a subject had minimally to do four 
digits correctly in order to earn a weighted score of one, whereas he must now do 12 
digits correctly in order to earn a weighted score of one. This revision of the norms 
of the test seems to make this a much more difficult test than formerly, and it is the 
authors’ experience that for most subjects this is the hardest of all the performance 
tests. 

Picture Completion. The revised Picture Completion sub-test now includes 21 
items, eleven of which have been retained from Form I. The mean performance of 
the WAIS group is significantly lower than the mean performance of the Form I 
group. Statistical difference as well as clinical experience seems to indicate that this 
is a more difficult test on the revised form than it was on Form I. The inclusion of 
more items on the revised form appears to make this a somewhat more difficult 
though perhaps more reliable sub-test. In the middle ranges of the test, differences 
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in weighted score performance no longer rest merely on differences of a raw score of 
one, but require in most instances at least two correct performances in order to make 
for a difference of one point in weighted score. The gap between weighted scores of 
four and six and ten and twelve on Form I has been eliminated in the revision, and 
in general there is a more even step by step gradation upward. With the exception 
of the apparent increased difficulty of the test, these other features seem to make it a 
much better test of intelligence. 


Block Design. The Block Design sub-test includes ten items, seven of which 
have been retained from Form I. However, the subject now receives credit for the 
two demonstration items of Form I and they are included as part of the regular bat- 
tery on the revised form. There are also differences in the blocks themselves which 
now consist only of the red, white, and red and white stripe sides: the blue, yellow, 
and blue and yellow stripes have been eliminated. The mean performance of the 
WAIS group is significantly lower than is the mean performance of the Form I 
group, and this performance test also appears to be a much more difficult test than 
its predecessor in Form I. With the exception of one design, all items now use some 
combination of striped blocks and the concept here seems much more difficult to 
grasp than in some of the simpler designs on Form I. Bonus credits for time are now 
no longer allowed until one reaches the harder designs, whereas in Form I, they were 
given throughout the entire test. The time limits have also been revised downwards 
requiring the subject to complete the designs in a much speedier manner. These 
factors seem to combine to make this a more difficult test than it was on Form I and 
could account for the differences noted in the performance of the two groups. 


Picture Arrangement. The Picture Arrangement sub-test now includes eight 
items, six of which have been retained from the Wechsler-Bellevue Form I. The in- 
clusion of two new items, the crediting of the demonstration item, and some changes 
in time bonus credits, as well as scoring, make this structurally a slightly different 
test than the original. However, the two groups do not differ significantly in their 
mean performance and it is the clinical experience of the authors that this test is in 
many ways very similar to the old test, at least in so far as earned score is concerned. 
From the clinician’s point of view, the test takes somewhat longer to give than does 
the original and in view of the similarity in performance one wonders whether the 
added time is warranted. This time-consuming feature seems to be typical of most 
of the sub-tests on the revised form, and in general it is the experience of the authors 
that the total test takes between ten and twenty minutes longer to administer than 
does Form I. 


Object Assembly. This test was not administered to either of the two groups, 
and a comparison therefore is impossible. 


IQ’s. The differences between the two groups in both performance IQ and 
Full Scale IQ appeared to be due largely to the differences in performance function- 
ing on Digit Symbol, Picture Completion, and Block Design sub-tests, and of course 
the discrepancy is most significant in the Performance 1Q. In the clinical experience 
of the authors, the more difficult tasks on the Performance tests of the WAIS result 
very frequently in those individuals whom normally one would expect to have the 
“high Performance IQ” on the original Form I, now having a slightly lower Perform- 
ance I1.Q. In many of the clinical syndromes such as psychopathic character dis- 
order, some hysterias, and others, where on Form I of the Wechsler one would expect 
a relatively typical high performance profile, we find now that this is no longer so. 
The ‘‘High Performance Profile’ of Form I now seems to be lower in general and 
slopes upward to the right to the Picture Arrangement sub-test. 


SUMMARY 
Two groups were compared for their performance on the Wechsler-Bellevue 
Form I and the Wechsler Adult Intelligence Scale. Significant differences were 
found between the two groups on the Arithmetic, Digit Span, Digit Symbol, Picture 
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Completion and Block Design sub-tests as well as in Performance and Full Scale 
1Q’s. The fact that such differences exist should be taken into account in research or 
clinical work with the new revision or in making comparisons between functioning 
on one test versus the other. The revised form (W AIS) is not a completely identical 
form to the Wechsler-Bellevue Form I and significant differences are noted between 
several of the sub-tests. 
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RANKING METHODOLOGY: THE GENERALITY OF RANKING 
RELIABILITY WITH DIFFERENT SETS OF CLINICAL CASE HISTORIES 
A. W. BENDIG 


University of Pittsburgh 


PROBLEM 


Studies of the clinical judgment of college students derived from abstracted case 
histories of clinical patients varying along an adjustment continuum have a high 


degree of interjudge reliability (average intercorrelation among the judges) and cor- 
relate highly with expert (practicing clinical psychologists and psychiatrists) evalua- 
tions of the same clinical material“: *. *» 5), However, a question can be raised as to 
the generality of judgmental reliability with different sets of clinical material. If a 
given naive 8’s judgments of one set of clinical case histories agree highly with ex- 
perts’ evaluations of the same material, will he also correlate highly with expert 
judgments of another set of cases? A secondary question concerns the relationship 
between a naive judge’s correlation with expert judgments of clinical cases and his 
correlation with other naive judges. If naive Ss relative lack of agreement with ex- 
perts is due to uncorrelated error variables, then we would expect a positive rectilin- 
ear relationship between measures of expert and interjudge reliabilities. Such ‘error’ 
variables might be correlated among naive Ss, attributable to a common basis of 
judgment among the naive Ss which differs from the expert basis. In this case inter- 
judge reliability among naive Ss might be constant regardless of their level of expert 


reliability, or a negative relation between these two reliability measures might be 
found. 


PROCEDURE 


Case histories. Two sets of abstracted clinical case histories were used in the 
present study. The first set consisted of the ten short case histories of adult males 
that had been abstracted from the complete case histories in the files of a mental 
hygiene clinic and were used in previous research with rating scales°?. The second 
set contained ten case histories of children and adolescents that had been abstracted 
from case reports given in psychological and psychiatric textbooks“. Each set of 
ten cases was mimeographed as a booklet with a face-sheet of instructions for the 
judge and spaces for recording his ranking judgments. The instructions requested 
the judge first to read all ten cases carefully and then to rank the cases from the most 
well-adjusted case to the most maladjusted case. The judges were not allowed to tie 
any cases in their global adjustment level rankings. The adult cases had been pre- 
viously judged for adjustment level by six psychiatrists“) and the child case histories 
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had been ranked by seven practicing child psychologists“, so ‘expert’ rankings of 
each set of ten case histories were available. 

Subjects. The 52 Ss were undergraduate students enrolled in two sections of a 
six-week summer course in introductory psychology. The 23 Ss of group A were given 
the adult case histories for ranking during the third week of the course and ranked 
the child cases during the fifth week. The 29 Ss of group B ranked the two sets of 
cases in reverse order: ranking the case histories of children in the third week and 
the adult cases in the fifth week. The case history booklets were distributed in class 
and the S’s permitted to read and rank the cases outside of the class period. Booklets 
containing their ranking judgments were returned four days later during a class 
period. Motivation appeared to be quite high because of the Ss’ inherent interest in 
the task material. 


RESULTS 

The rankings by each § of the two sets of case histories were first correlated by 
the usual rank-difference formula with the criterion ranks assigned each set by groups 
of experts, as noted above. Thus two “expert reliability’”’ measures were available 
for each 8S: his agreement with the psychiatrist’s rankings of the adult cases and his 
correlation with the av erage ranks assigned the child cases by clinical psychologists. 
These pairs of correlations were converted to an approximately normally distributed 
variate by the r-to-z transformation, since Hartley“ has shown this transformation 
to be applicable to rank-difference correlations, and an analysis of variance performed 
on these transformed expert reliability measures. The results of this three-variable 
(two ranker groups, two ranking occasions, and two case types) analysis of var- 
iance' showed the differences between the groups and between the occasions were not 
significant, but the difference between the adult and child case types to be significant 
at the .05 level of confidence (F = 6.44 with 1 and 50 df). Separate t-tests (for cor- 
related samples) of the differences between the means and variances of the trans- 
formed expert reliabilities of the adult and child case histories were computed for 
groups A and B and for the combined samples. The results of these tests, plus the 
intercorrelations between the pairs of expert reliabilities within each group, can be 
found in Table 1. The differences between the mean adult and child expert reliabili- 


TABLe 1. COMPARISON OF TRANSFORMED (r-to-z) Expert RELIABILITIES OF JUDGES RANKING Two 
Tyres oF CLINICAL 2 C ASE HISTORIES 





Ranker | Case Expert Intercorrelation Significance of 
Group Type Reliability (z) of Reliabilities Differences (¢) 


Mean SD. Means’ “Variances 


Adult 1.04 
Child 86 


8 | 1.02 

=29) Child 35 

Cc ombined Adult 
(N =52) Child 


| 
*Significant at the .05 Level. 
**Significant at the .01 Level. 





ties were not significant at the .05 level with either group A or group B, but both ap- 
proached a significant magnitude (t = 1.60 and 1.73). However, the 9g be- 
tween the means for the combined samples was significant at the .05 level (¢ = 2.36) 
with expert reliability being larger for the adult case histories. The variances of the 
reliabilities within both Groups A and B were significantly different at the .01 level 


‘Tables summarizing analyses of variance of the transformed expert and interjudge reliabilities 
are available from the author on request. 
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(t = 3.05 and 3.22), but not within the combined samples (¢ = .26). Apparently the 
differences in reliability variances within each group were not related to the type of 
case ranked (adult or child), but were a function of the ranking occasion. Rankers in 
both groups were more homogeneous in their expert reliabilities on the second set of 
cases ranked (regardless of type) than they were with the first set. The correlations 
between the pairs of reliability measures were positive, but statistically insignificant, 
within groups A and B (r = .28 and .34) and just reached significance at the .05 level 
in the combined samples (r = .27). 

Each of the two groups of Ss was then trichotomized on the basis of the magni- 
tude of each 8’s expert reliability with the adult case histories and also on his re- 
liability on the child cases. This trichotomization was done separately for each case 
type because of the relatively low intercorrelations of the expert reliabilities with the 
two sets of cases, so that the separation of the 23 Ss of group A into three subgroups 
differing in their average expert reliability with the adult cases was independent of 
the trichotomization of the same Ss on their child case expert reliabilities. The 
average intercorrelation (rho) between the Ss within each of these expert reliability 
subgroups was computed as a measure of interjudge reliability “ and similar average 
interjudge reliabilities obtained for the total groups of rankers —(combining the three 
expert reliability subgroups within groups A and B). The 12 average intercorrela- 
tions (two groups of rankers, three levels of expert reliability, and two case types) 
were transformed by the r-to-z method and a three-variable analysis of variance per- 
formed on these measures. The results of this analysis? showed none of the simple 
interactions between the main variables (ranker groups, case type, and expert re- 
liability subgroup) to be significant when tested against the triple interaction (the 
largest F ratio was .97 with 2 and 7 df). However, using the pooled interactions as an 
error term showed the main variable of case type to be significant at the .05 level 
(F = 8.37 with 1 and 7df) and the differences between the expert reliability sub- 
groups to be significant at the .001 level (F = 32.77 and 2 and 7 df). In table 2 are 


TABLE 2. INTERJUDGE RELIABILITY (AVERAGE rho) AMONG RANKERS VARYING IN THEIR AGREEMENT 
With Expert JUDGMENTS OF CLINICAL CAsE HIsTORIEs. 








! } 

Adult Cases Child Cases 

| Number |—- a 

of | Average Average Average Average 
Expert Interjudge 


Ranker Expert 
Group | Reliability 
Group | Rankers Expert Interjudge | 
| Reliability Reliability | Reliability Reliability 








| High | 91 . 81 .73 
Middle .79 72 71 .73 
43 | .50 .34 


| Combined 2% | é | 67 








.85 
Middle ( .76 
Low .63 





Combined | 29 .75 





given the average expert reliabilities for each case type of the two groups of Ss (groups 
A and B) and also of each of the trichotomized subgroups along with the computed 
average interjudge reliabilities (average rank-difference correlation among the 
judges). It can be seen that the Ss agreed more among themselves on the rankings 
of the adult case histories than they did on the child cases, and there was a positive 
rectilinear relationship between the average expert reliability of the subgroups and 
their average interjudge reliability. 


*See footnote 1. 
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DISCUSSION 


The present results confirm previous findings“: ? * 4» that undergraduate col- 
lege Ss significantly agree among themselves as to the adjustment level shown in ab- 
stracted case histories and also agree with expert judgments derived from the same 
clinical material. For example, Bendig“? reported an average interjudge reliability 
of .51 when 24 college judges ranked the ten child cases, while in the present study 
Group A showed an interjudge reliability of .58 and Group B of .47. Similarly, the 
average expert reliability in the previous group“? was .70, while the two groups in 
this research had average correlations with the experts of .67 and .64. Although the 
adult case histories were judged more reliably than were the child cases, we cannot 
conclude that this difference can be generalized to other sets of adult and child cases. 
Other work: *) has shown that the selection of cases to be included in a set greatly 
affects judgmental reliability and this particular set of child cases may have repre- 
sented a narrower range of maladjusted behavior than did the set of adult case his- 
tories. On the other hand we cannot exclude the possibility that college Ss may be 
more adequate in evaluating the level of maladjusted behavior in adults than they 
are in children. 

One interesting and unexpected finding was the greater homogeneity of expert 
reliabilities on the second ranking occasion. Although there was no significant differ- 
ence between the average expert reliabilities between the first and second ranking 
tasks, the variabilities were significantly larger (.01 level of confidence) within both 
groups of judges on the first set of cases (regardless of case type). Three possibilities 
(other than omnipresent chance) might explain this result. One is simply time. 

tankings on the two occasions were collected with two weeks intervening and the 
second set may have been ranked during a particular week that was more conducive 
to homogeneous expert reliabilities. A more plausible explanation is increased fam- 
iliarity with the content matter and orientation of psychology. The first set was 
ranked after exposure to the Ss of one-third of the content of an introductory course 
in psychology while the second rankings were collected after two-thirds or more of 
the course content had been presented. This increased familiarity with the field of 
psychology may have influenced the homogeneity of the basis with which the Ss 
judged the second set of cases. The third possibility concerns practice effects and/or 
motivational differences on the two occasions. The Ss were more familiar with the 
task on the second occasion and may have been more similar in their motivation to 
make the judgments. Naturally, a decision among these three possible explanations 
cannot be made on the basis of the present data. 

Four findings of this study have to be integrated: (a) the relatively low positive 
relationship between expert reliability measures (r = .27) on two judgmental tasks, 
(b) the high average expert reliability on a single task (approximately .69), (c) the 
sizable interjudge reliability on either task (approximately .61), and (d) the strong 
rectilinear relation between measures of expert and interjudge reliability. A theory 
that includes three groups of variables or factors could explain the results. The first 
factor influencing the reliability of clinical evaluations is a general clinical ability. 
Ss high on this factor tend to judge clinical material, regardless of the type, similarly 
to their peers (Ss of the same experience background) and to experts. The second 
influence would be factors specific to the set of clinical material judged by the 8. 
A given § may have, in addition to his general judgmental ability noted above, a high 
ability to evaluate a particular set or kind of clinical material, but be much less 
adequate in judging on other tasks. These task-specific factors could be the result of 
previous training and experience: a given S may use the same criteria in evaluating 
one set of case histories that are used by other judges, but may have a personal bias 
not shared by other Ss in judging other material. Finally, error variables undoubted- 
ly affect the judgment. Some errors are consistent within the S and are constant re- 
gardless of the occasion, while others fluctuate from one time to the next. It is not 
suggested that only three factors influence the reliability of clinical judgments, but 
that three kinds or types of factors may be identified in judgmental tasks. 
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In the present study the general agreement factor was not of great magnitude. 
The correlation between the expert reliabilities, although positive in both samples of 
Ss, was only significant when both groups were combined. With such a low positive 
correlation it is hazardous to select the most reliable judges on one task and expect 
them to also be reliable in a second judgmental situation. The task-specifie factors 
appear to be much more import int in determining a judge’s reliability. By squaring 
the correlations noted in the preceding paragraph we can estimate that only seven 
per cent of the variance in judgments can be attributed to the general agreement 
factor, while 37 to 48 per cent is due to the general and task-specific variables com- 
bined. The results of Bendig and Sprague, and Bendig®? suggest that Ss’ specific 
ability with one set of case material is influenced by educational training®?, but is 
not affected on another set®?. Even among practicing clinical psychologists in the 
same judgmental task this factor is not unitary, but is composed of several factors 
related to the content of the clinical material presented to them“. The largest single 
class of variables affecting clinical judgments are, of course, error factors. Apparently 
these errors are uncorrelated between Ss, since the measures of expert and interjudge 
reliability were highly correlated on both tasks. To what extent these errors are cor- 
related within the Ss could only be determined by presenting the same judgmental 
task with the same clinical content on two or more different occasions. 


SUMMARY 


Two groups of college students (N = 52) successively ranked for adjustment 
level two sets of abstracted case histories of children and of adults. The Ss’ judg- 
ments were correlated with expert evaluations of the cases and average intercorrela- 
tions among the Ss obtained. The adult cases were judged more reliably than were 
the child cases, but the correlation between Ss’ expert reliabilities on the adult and 


child cases was only .27. The relatively high average correlations of the Ss with the 
experts (r = .69) and with each other (r = .61) on single sets of cases suggest that the 
reliability of judgments of clinical material is not a general trait, but is specific to the 
particular set of clinical cases judged. 
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AN INVESTIGATION OF THE RELATIONSHIP BETWEEN TWO 
MEASURES OF SELF-REGARDING ATTITUDES! 


EMORY L. COWEN 


University of Rochester 


PROBLEM 


Recently, attempts have been made to study the self-concept as a generalized 
personality construct, one which would help us to understand and predict behavior 
in all situations—not just psychotherapy. Symptomatic of this trend has been the 
development and publication in the past three years of at least four devices (those of 
Berger“, Bills et al.°’, Brownfain“?, and Phillips“) purportedly measuring some 
aspect of self-concept, self-acceptance or acceptance of others—a group of variables 
which we shall refer to collectively as self-regarding attitudes. Two of these four 
scales, the Berger“? and the Phillips instruments contain sub-scales presumably 
measuring self-acceptance and acceptance of others. The other two devices, the 
Bills® and the Brownfain “? are somewhat more complex, but each uses as its basic 
self-concept measure a discrepancy score between two types of self-regarding atti- 
tudes. Though the specific discrepancy scores differ, the instruments share the com- 
mon assumption that the smaller the discrepancy between two measures of self- 
regarding attitudes with respect to a series of trait descriptive terms, the better ad- 
justed the individual. While it might appear that these two measures, because of 
considerable overlap in construction and underlying theory, should be closely re- 
lated, the desirability of subjecting any assumption of this type to test may be found 
in the following quotation from Ellis’“) most recent review of self appraisal tech- 
niques: ‘‘It may be concluded that usually when two supposedly equivalent person- 
ality inventories are compared, it is often that either one or both of the tests are not 
measuring the traits in question, or that both are measuring different aspects of these 
traits. In either case the fundamental practical validity of the inventories is thus 
rendered questionable” & ». 6), 

Conceived in its simplest terms then, the present study is an empirical investi- 
gation of the relationships between the Bills-Vance-McLean Index of Adjustment 
and Values and the Brownfain Self-Rating Inventory, and most particularly of the 


relationship between the two self-concept discrepancy scores of adjustment con- 
tained in these inventories. 


INSTRUMENTS 


The Bills Index of Adjustment and Values consists of 49 trait descriptive terms 
(e.g. economical, annoying, mature, stubborn etc.), for each of which the subject is 
asked to make three ratings along a five point scale. The first rating Col. I completes 
the statement I am an X person, for each of the 49 trait descriptive terms. An answer 
of five would be given if the statement is true ‘‘most of the time” while an answer of 
one would be given if the feeling is that this is seldom the case. The sum of the Col. I 
scores which we shall refer to as the Bills Self-Concept score is the first of four meas- 
ures of self-regarding attitudes derived from this instrument. Col. II is in response 
to the question, How do you feel about yourself as described in Col. I? An answer 
of five would mean, I very much like being as I am in this respect, while an answer 
of one would indicate, I very much dislike being as I am in this respect. The sum of 
Col. II scores provides us with a second Bills measure, that of self-acceptance. Col. 
ITI is structurally identical to Col. I except that for each of the given traits, it com- 


‘Portions of this paper were presented in an address to the Eastern Psychological Association in 
Boston, Massachusetts, April 1953. The investigation was supported (in part) by a research grant from 
the National Institute of Mental Health, of the National Institutes of Health, U. S. Public Health 
Service. This is the fourth in a series of papers emanating from this grant. The assistance of Mr. Fred 
Heilizer in carrying out the statistical analysis is gratefully acknowledged. 
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pletes the statement, I would like to be an XY person. The sum of the Col. III scores 
provides a measure of ‘‘ideal self”. The key Bills measure, however, is the discre- 
pancy score between Col. I and Col. III ratings summed for all items, without respect 
to sign. Liscrepancies for individual items are thought to be conflict indicators and 
in general the lower the total discrepancy score the better adjusted is the individual 
supposed to be. 

One modification of the Bills was used in the present study with respect to the 
scoring system. Five judges were asked to classify all 49 trait descriptive adjectives 
as having either a positive or a negative connotation in our culture. Agreement be- 
tween judges was 100 per cent in four cases and 96 per cent between the fifth judge 
and all the others. Ten adjectives which were rated as having negative stereotypes 
(e.g. meddlesome, cruel, etc.) were then “reverse-keyed” for Col. I and Col. III, so 
that all 49 items were then actually scored in the same direction. This change in 
scoring in no way affected Col. I] or Col. I-III (discrepancy) score, and only slightly 
altered the Col. I and Col. III scores (r = .91 between the two scoring systems). 

The Brownfain Self-Rating inventory contains 25 descriptive adjectives or 
phrases (e.g. intelligence, emotional maturity, interest in opposite sex) for which the 
individual is supposed to make a series of ratings. In the original experiment “?, Ss 
made four independent ratings along an eight point scale on separate answer sheets, 
as follows: 

(a) Positive self-concept. Giving oneself every plausible benefit of the doubt on this rating 
and still giving a true rating. 

(b) Negative self-concept. Doing just the opposite—not giving oneself the benefit of any 
reasonable doubt for a given rating. This too is presumably still a true measure however. 

(c) Private self-concept. The way one really feels about oneself for a given variable. 


(d) Social self-concept. The way one perceives himself as appearing to others for a given 
trait. 


The key measure deriving from Brownfain’s experimental set-up is the SSC 
(stability of self-concept) defined as the discrepancy score between positive and 
negative self-concept ratings summed for all items without respect to sign. 

In the present study several modifications of the original Brownfain technique 
were used. An eleven point rating scale was used rather than an eight point scale. 
Ratings were requested only for the variables positive and negative self-concept, and 
these were recorded on a single sheet rather than on separate sheets. Hence only 
scores for positive self-concept, negative self-concept and stability of self-concept 
were available. 


PROCEDURE 
The overall investigation may conveniently be broken down into two sub- 
studies. In the first of these, 58 college undergraduates, both male and female, com- 
pleted each of the two inventories. Intercorrelations were computed between all 
sub-measures. In order to determine whether some of the significant findings ob- 
served in the initial study could have arisen as a function of chance factors, an addi- 
tional sample of 81 subjects, again male and female college undergraduates, was 


studied on the same instruments, and the inter-test correlations computed a second 
time. 


RESULTS AND DiscuUssION 


The correlational analyses for the two samples are summarized in Tables 1 and 2. 
Though we are not primarily concerned with the intra-test correlations it should be 
noted that the correlations obtained between Bills Col. II and Bills Col. I-III are 
quite similar in magnitude to those reported by Bills et al.@. A test of the difference 
between the present coefficients and those reported by Bills, indicates that no sig- 


nificant differences are present. Comparable intra-test coefficients for the Brownfain 
are not available. 
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TasBLE 1. INTERCORRELATIONS AMONG MEASURES OF SELF REGARDING ATTITUDES FOR First SAMPLE* 
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*N = 58. Correlations given in upper and right diagonal half of table, with p values appearing 
in lower and left diagonal half, 


Denotes a p value which fails to reach the .10 level or better. 


TABLE 2. INTERCORRELATIONS AMONG MEASURES OF SELF REGARDING ATTITUDES FOR SECOND 
SAMPLE* 
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*N = 81. Correlations given in upper and right diagonal half of table, with p values appearing in 
lower and left diagonal half. 
{Denotes a p value which fails to reach the .10 level or better. 


Of primary importance is the relation between the basic adjustive indices for the 
instruments being studied (i.e. the Bills maladjustment score, and the Brownfain 
stability of self-concept index). Since each of these measures is based on a discrep- 
ancy score between two ratings of self-regarding attitudes, and each rests upon the 
assumption that the smaller the discrepancy between ratings the stabler the self- 
concept (and hence the better adjusted the individual), one might anticipate a posi- 
tive and highly significant relationship between the two measures. The obtained 
values for the two administrations are .07 and —.06 respectively. Obviously these two 
indices are not measuring the same thing. Following Ellis’ reasoning presented earlier 
we are left to conclude that either one or both of the measures is not a valid one, or 
perhaps more charitably, that despite logical and structural similarities between 
these two measures they are getting at very different aspect¢ of self-concept and the 
adjustive component thereof. 

Further consideration of the data tends to cast considerable doubt on the 
validity of the Brownfain stability of self-concept measure. We note that for both 
administrations this measure has no significant or even near-significant correlations 
with any of the four measures of self-regarding attitudes derived from the Bills. On 
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the other hand the other two Brownfain measures (positive self-concept and negative 
self-concept) do correlate significantly in the direction one might logically anticipate, 
with all four Bills measures on the first administration and three of the four Bills 
measures on the second administration. This latter datum seems all the more im- 
portant when interpreted in the light of the relative independence of the Brownfain 
positive and negative self-concept measures, as indicated by the low intercorrelations 
between them. 

The present study actually is a small part of a larger research program, in which 
we have had an opportunity to study the relation of these measures of self-regarding 
attitudes to other personality and socio-psychological variables. To date the most 
sensitive single sub-measure has been the negative self-concept on Brownfain’s scale. 
These results and a frame of reference for their interpretation are presented else- 
where “?, 

Insofar as the Brownfain instrument is concerned however, the two measures 
of level of self-concept show a significantly higher relationship to outside measures of 
self-regarding attitudes than does the measure of self-concept based on a stability 
(or discrepancy) score. General confirmation for the present results is found in the 
findings obtained in two doctoral dissertations recently completed at the University 
of Rochester. Hauser“? using a multiple correlation approach finds a significantly 
higher correlation between level of self-concept and various combinations of rigidity, 
security and anxiety than between stability of self-concept and these same combina- 
tions of variables. Hauser used Brownfain’s private self-concept (which incidentally 
correlated .78 with the negative self-concept) as his measure of level. LaFon“? re- 
ports a considerably more clear cut and significant pattern of Rorschach correlates of 
self-regarding attitudes when he selects his group on the basis of Brownfain’s nega- 
tive self-concept score than when he does on the basis of the stability of self-concept 
measure. 

Insofar as the Bills scale is concerned, the discrepancy (or maladjustment) 
score Col. I-III appears to relate significantly to independent measures of self- 
regarding attitudes. It does so neither to a greater nor lesser extent than do two of 
the Bills level measures, Col. I (self-concept) and Col. IT (self-acceptance). All three 
of these measures seem to be better than the Bills Col. III (ideal self) score. 


SUMMARY 


In an empirical study of the relationship between two measures of self-regarding 
attitudes, two samples of 58 and 81 Ss completed a modified Brownfain Self-rating 
inventory and the Bills-Vance-McLean Index of Adjustment and Values. <A cor- 
relational analysis of the data indicated that the allegedly basic discrepancy-type 
measures of self-concept provided by these two instruments (i.e. the Brownfain SSC 
and Bills Col. I- Col. III discrepancy) bear absolutely no relationship to each other. 
Further analysis of the data suggests the following: 

(1) The modified Brownfain stability of self-concept rating does not appear to 
relate to any independent measure of self-regarding attitudes employed in this study. 
As such its validity insofar as the present study affords a test of this, must be ques- 
tioned. On the other hand measures of level of self-concept derived from the same 
instrument do relate significantly to outside indices of self-regarding attitudes. This 
latter finding is supported by two other recently completed research projects. 

(2) The suggestion is made on the basis of these data and others collected simul- 
taneously that the Brownfain negative self-concept as used in the present research 
may relate systematically to measures of self-regarding attitudes as well as to 


other personality variables. Additional studies based on this variable are now in 
progress. 
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SOME PATTERNS OF MANIFEST ANXIETY 
JAMES P. O'CONNOR MAURICE LORR JOHN W. STAFFORD 


Catholic University of America Veterans Administration Catholic University of America 


PROBLEM 


The Taylor personality scale of manifest anxiety, also known as the A-scale“®?, 
has had unusually wide experimental use. It was originally developed and has been 
most used as a device for selecting subjects for experimental procedures primarily 
involving measures of drive or motivation. The scale consists of 50 Minnesota Multi- 
phasic Personality Inventory items selected by clinicians as indicative of manifest 
anxiety. The discriminatory items are supplemented by 175 statements nonindica- 
tive of anxiety. 

The Scale is effective in separating normals from psychiatric patients“®. It has 
a high test-retest reliability. Recently Holtzman et al. “) presented independent evi- 
dence of the scale’s validity. Buss et al.“ showed that the A scale scores of psy- 
chiatric patients are highly correlated with ratings of the patient’s anxiety in a clin- 
ical situation. The Taylor scale has been used to validate food aversions as a dis- 
criminatory device“). Its scores have been found to be related to simple condition- 
ing“®, intelligence, and many aspects of the MMPI”). 

More or less implicit, at least for users of the A scale, is the assumption that the 
scale items measure a simple unitary drive. Yet an inspection of the item content re- 
veals somatic complaints such as headaches, fatigue and constipation, items descrip- 
tive of motor tension and restlessness, physiological reactions such as blushing and 
sweating, reports of inner tension, feelings of inadequacy, as well as diffuse worry 
and vague fears. The apparent complexity of the scale raises the question as to 
whether it is in fact undimensional. If the Scale is to be used as a systematic measure 
of drive or motivational level in experimental work, it is important to determine 
whether one or more drives are manifested in the scores. The purpose of this study 
is thus (a) to determine by means of factorial method whether the Manifest Anxiety 


Scale is indeed unitary and (b) if more than one factor is present, to ascertain what 
these factors are. 


PROCEDURE 


The 50 A-scale items accompanied by 175 buffer items were administered to an 
experimental sample consisting of 220 undergraduates from Catholic University and 
the University of Maryland. The mean age of the group was 22.6 (standard devia- 
tion 4.1). Four-fold tables were prepared and tetrachoric correlation coefficients 
(Thurstone Cheshire Charts) were computed between 42 of the items. The eight 
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items dropped had marginal frequencies of less than 10 per cent. Five factors were 
extracted by means of the complete centroid method using the highest coefficient in 
the column as the initial estimate of communality. The absolute mean fifth factor 
residual was .073 and the distribution of residuals was symmetrical. Rotations were 
chiefly by the single plane method with the object of achieving simple structure. 


RESULTS AND Discussion 
In the process of interpreting the rotated factors in order to infer the underlying 
or latent parameters, only factor-item correlations of .35 or higher will be considered. 
Table 1 presents the rotated oblique matrix V.! 
The first factor A is best defined by self-consciousness, taking things hard, a 
lack of self-confidence, a frequent worrying about something, an almost constant 
anxiety, and worry over business and money. These are the items that approach 





TABLE 1. OsLique Factor Marrix V. 











Items* Factors 


A B Cc 
09 10 
23 +~-08 
-16 03 
10 00 
23 03 
40-21 
24 06 
~03 42 
33-12 
—03 64 
03 71 
-13 48 


22 39 





Tire quickly 
More nervous than most 

Many headaches 

Work under a great deal of tension 

Cannot keep my mind on one thing 

Worry over money and business 

Frequently notice my hand shakes 

Blush more often than others 

Worry over possible misfortunes 

Sometimes blush 

Often afraid that I am going to blush 

Hands and feet are not usually warm enough 
Sweat very easily 

Sometimes when embarrassed I sweat 52 42 
Sometimes heart pounding and am short of breath 18 ol 

Feel hungry almost all the time j 09 -02 
Sometimes troubled by constipation 11 26 

Had periods in which I lost sleep over worry 06 04 
Dream things best kept to myself ¢ 34 69 

Easily embarrassed : 36 64 

More sensitive than most y 4] 42 
Frequently find myself worrying : ‘ 53 Ol 

Wish I could be as happy as others 2 49 --03 

Not usually calm and am easily upset : 45 -Ol 
Anxiety almost all the time 5 41 -06 
Makes me nervous to have to wait 26 06 15 
Periods of great restlessness 7 03 00 
Sometimes so excited hard to get to sleep 28 -O1  -05 
Difficulties piling so high could not overcome 2 20 -07 
Worried beyond reason over something that did not matter : 38-06 

Many fears compared to friends : —09 04 

Afraid of things or people that could not hurt me 3: -13 15 

Feel useless at times 3e O7 -04 2 
Hard to keep my mind on a task or job 3¢ 00 00 02 
Unusually self-conscious 3: 57 28 -05 
Inclined to take things hard 36 55 13-02 
High-strung nature K 29 O07 -02 
At times I think I am no good at all 19 13-09 
Lacking in self-confidence 3s 42 23 «=~-09 
Sometimes feel about to go to pieces 23 09 39 
Shrink from facing a crisis or difficulty 06 -05 21 
Not entirely self-confident ‘ -12 26 08 


Tm OOD 


: f 
8 
9 
0 
1 
2 
3 
4 
5 


1 
1 
1 
1 
1 
1 


*See Taylor Scale for complete statement of items 





‘The centroid matrix, the transformation matric and the matrix of correlations between the 
primary vectors are available from J. P. O'Connor, Catholic University, Washington, D. C. 
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unity complexity. Represented here is a chronic anxiety associated with self-con- 
sciousness, sensitivity and lack of personal security. 

The individual scoring high on factor B is often afraid of blushing, sometimes 
blushes, and thinks he blushes more often than others. Further, he is easily em- 
barrassed and he sweats readily especially when embarrassed. He also reports that 
his hands are often not warm enough. Implied is an increased physiological re- 
activity to emotional stimuli. The blushing, sweating, cold hands, and easy em- 
barrassment all suggest an autonomic instability, perhaps in response to situations 
perceived as embarrassing or threatening. 

Factor C is descriptive of an intense inner strain associated with sleep difficulty. 
Highly correlated with C is a loss of sleep due to worry, disturbance of sleep due to 
excitement, an admission of having been worried beyond reason, a feeling that diffi- 
culties were becoming insurmountable and a feeling that the individual was about to 
go to pieces. 

Correlated with Factor D are such items as being easily upset, feeling useless at 
times, feeling not entirely self-confident, thinking of self as no good at all, having 
many fears, shrinking from facing a crisis or difficulty, wishing to be as happy as 
others. Also correlated with D, for no easily explainable reason, is being troubled 
with constipation. A sense of personal inadequacy seems to be most prominent here. 
O’Connor’s“*? inferiority reaction (factor H), Mosier’s inferiority feelings“, and 
Layman’s factor of lack of self-confidence appear closely related to our factor D“?. 

The items most characteristic of factor E are having periods of so great restless- 
ness as to be unable to sit long in a chair, finding it hard to keep one’s mind on a task 
or job, becoming nervous when one has to wait, being unable to keep one’s mind on 
one thing and working under a great deal of tension. Also correlated with E are 
tiring quickly, feeling more nervous than most, reporting that one’s heart pounds 
and that one is out of breath, and feeling hungry all the time. Motor tension appears 
to be the underlying variable here. 


The correlation matrix is essentially positive although there are a few negative 
coefficients, one being as high as ~.30. However, the Taylor scale is clearly as multi- 
dimensional as general intelligence tests. Future investigators would do well to con- 
sider this fact. 


SUMMARY 


The Taylor scale of manifest anxiety was administered to 220 male university 
students. The tetrachoric correlations between 42 of the items purporting to measure 
manifest anxiety were factored by the centroid method and rotated obliquely to 
simple structure. The five factors identified were chronic anxiety or worry, a factor 
of increased physiological reactivity, sleep disturbances associated with inner strain, 
sense of personal inadequacy, and motor tension. The hypothesis of a single common 
factor of manifest anxiety was not sustained. To the degree that the A scale items 
measure a defined area of anxiousness, there are latent at least five independent 
areas. 
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A FACTOR ANALYSIS OF SCHIZOPHRENICS RATED ON THE ACTIVITY 
RATING SCALE! 
WILSON H. GUERTIN 


2/3/27 Taha Street 
Baghdad, Iraq 


PROBLEM 


Dissatisfaction with psychiatric nosology has recently provoked several investi- 
gations of transposed factor analyses of schizophrenic behavior. Some studies are 
based upon mental status items“: * ©), some upon psychological tests": 4 ©, and still 
others upon overt behavior ratings®: *). All such studies explore the multivariate 
intercorrelations among schizophrenic individuals. These researchs strive to de- 
lineate phenomenal types or groupings of schizophrenics. 

The most frequently encountered types of schizophrenics are labeled by Jenk- 
ins as follows: With disorganization, with resistive isolation, and with psychotic 
reorganization. In addition a fourth type has been isolated and substantiated @: 4 © 
with the label of Chronic reintegrated. 

Most of the studies employ rather conventional psychiatric or psychometric 
data for intercomparing the individuals. What types of schizophrenics might be dis- 
closed when viewed from a behavioral-adjustment point of view was the subject of a 
recent study by the author®?. Surprisingly, only two types of schizophrenics ap- 
peared from intercomparisons based upon the ingenious Hospital Adjustment 
Scale“). One explanation would be that the items of the Hospital Adjustment Scale 
sample schizophrenic behavior too narrowly. The Activity Rating Scale (ARS) “ 
would seem to sample schizophrenic behavior more broadly. The present study, 
then, is a follow-up to see what schizophrenic type-factors the ARS will yield in a 
transposed factor-analytic design. 


PROCEDURE 


The subjects were 29 male hospital patients with varied schizophrenic subtype 
diagnoses and one hypothetical normal person based upon scores in the expected 
directions. All subjects were chronically ill, and no attempt was made to select them 
as representative of the hospital population. Rather they were chosen on the basis 
of the availability of the ARS’s. 


1The patient data herein are from the Veterans Administration Hospital, Knoxville, Iowa. 
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The ARS employed consists of 99 items relating to mental hospital patients’ 
adjustment in activities. The instrument was developed through factor analyzing a 
great many behavioral observations of patients in their activities. The derived scor- 
ing categories, the factors underlying adjustment are: Affectomotor Pressure, Inter- 
est and Animation, Sociability and Communicability, Verbal Hostility, Assaultive- 
ness, and Regressive Activity. Each item is scored on a five point scale as to degree 
of presence of the behavior described in the item. 

The scale scores were obtained in a conventional fashion from a nurse, a music 
therapist, a corrective therapist, an occupational therapist, a chaplain, or a sports 
worker. While the ARS items were rated from 1 to 5 on each scale, a computational 
saving was effected by dichotomizing and calculating tetrachoric intercorrelations. 
Since there are 99 items in the ARS, the N of the coefficients is 99. Four-fold con- 
tingency tables were constructed through card sorting and tetrachoric correlations 
were obtained from charts. The resulting intercorrelation matrix was factored by 
the multiple-group centroid method“. Rotation of the corresponding orthogonal 
matrix was subsequently made by Thurstone’s single-plane method“, 


RESULTS 


The five oblique factors that were extracted by the multiple-group method were 
rotated somewhat from their original positions so that the final matrix approximates 
simple structure. This rotated matrix is seen in Table 1. Decimal points have been 
omitted. Correlations between the rotated factors, (lettered in order of appearance 
in Table 1), are as follows: .39 for A with B, .26 for A with C, —.41 for A with D, .24 
for A with E, —.25 for B with C, -. 17 for B with D and E, -.15 for C with D and E 
and —.03 for D with E. 


TasLe 1. Roratep Osiique-Facror Matrix For Types oF SCHIZOPHRENICS 





Psychotic Chronic a 
Subject Reorgani- Apa- Disorgan- Reinte- Resistive 
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These five factors were sufficient to account for all of the estimated communality 
of the subject-items. The estimated communality equalled 58 percent of the total 
variance of the intercorrelation matrix. 


The types of schizophrenics identified are as follows: 


Psychotic Reorganization type. This factor-type has heavy loadings on two 
symptom-factors of the ARS, Interest and Animation, and Verbal Hostility. In a 
gross sense this factor corresponds to the paranoid diagnosis. However, there are 
quite a few disorganized features present, e.g., mumbles to self. Prominent here is 
the presence of a thought disturbance coupled with bizarre distortion of reality. 
Next to the D factor this is closest to normal as seen by the loadings of the hypo- 
thetical individual (number 1 in Table 1). Although this factor appeared monopolar 
in the previous work it is bipolar here. 


A pathetic type. This type shows low loadings on four of the six ARS symptom- 
factors, viz. Affectomotor Pressure, Interest and Animation, Assaultiveness, and 
Regressive Activity. Schizophrenics of this type suffer a motivational deficiency. 
‘They maintain enough personal care and attention to basic needs so that they are 
distinguishable from the next type, the Disorganized. Lacking seems to be any strong 
emotional instability or highly-motivated social isolation. They are unsocial largely 
because this is the easier course, and they do not become disturbed when intruded 
upon. 


Disorganized type. This factor-type is heavily loaded on the ARS factor, Re- 
gressive Activity. Schizophrenics of this type would usually be diagnosed as hebe- 
phrenics. They are not only heedless of their personal needs but they disregard con- 
ventional restrictions on their behavior. Disorganized behavior seen here does not 


appear to stem from delusions as does the disorganization seen in the Psychotic Re- 
organization type. 


Chronic Reintegrated type. This factor-type is the heaviest loaded of the types 
on the Interest and Animation, and the Sociability and Communicability factors of 
the ARS. The Verbal Hostility factor of the ARS shows a low loading. The hypo- 
thetical normal individual has his heaviest loading on this factor. Individuals of this 
type have gone through an acute phase but have become sufficiently reintegrated to 
present a fairly normal adjustment. They appear quite passive yet maintain a good 
interest in their surroundings. They would often be described as “in partial re- 
mission”, although it is clear that the remission is not complete. Such individuals 
are quite sensitive and may suffer anxiety symptoms. Nevertheless, these schizo- 
phrenics do not seem to be under any particular emotional pressure. 


Resistive Isolation type. This factor-type is the heaviest loaded on the ARS 
factors, Assaultiveness, Verbal Hostility, and Affectomotor Pressure. Low loading 
is encountered on Sociability and Communicability. The emphasis with this factor 
seems to be on the resistiveness and assaultiveness present. It is a bipolar factor in- 
asmuch as the other end is encountered with individuals who are extremely passive 
and inhibited. Whether on the positive or negative end of this factor, the individuals 
are very socially withdrawn. Unlike the low sociability of the Disorganized type 
which is based upon an unconcern, the low sociability encountered here is based 
upon an active disconcern. 


DIscussION 


Since Jenkins’ proposed types are repeatedly affirmed, they serve as a good re- 
ference point in comparing the obtained factors with previous findings. His psy- 
chotic reorganization type is found here as the first factor. A previous study ®? 
points to this factor as incorporating a good degree of personality integration. How- 
ever, this study as well as another “? specifies a considerable degree of disorganization 
associated with the psychotic reorganization type. Probably this difference stems 
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from variations in sampling subjects. The disorganized type of Jenkins is clearly 
identified as the third factor. The resistive isolation type of Jenkins is similarly 
affirmed by the fifth factor, but the emphasis on sampling assaultiveness in the 
present measuring instrument leads to a slightly different focus. Thus, the factor 
corresponds well to the diagnosis of catatonic schizophrenia, excited when assaultive 
and stuporous when inhibited. 

In addition to confirming Jenkins’ three types, two additional types previously 
encountered appear again. The first is the A pathetic type which corresponds well to 
its previously encountered counterpart ©. Only when the analyses have been based 
upon overt behavior items has this factor appeared. It does not seem to correspond 
to any one of the factors derived from mental status items. The other type encount- 
ered in this study has been described before as a chronic undifferentiated or simple 
type“: 3. 4, 6), 


SUMMARY AND CONCLUSIONS 


The present study investigates the type-factors that are revealed by a transposed 
factor analysis of schizophrenics as rated on the Activity Rating Scale. 


The behavior in activity situations of 29 hospital patients was rated. A thirtieth 
case is a hypothetical normal. 


The following five types of schizophrenics are revealed: Psychotic Reorganiza- 
tion, Apathetic, Disorganized, Chronic Reintegrated, and Resistive Isolation. 


The obtained factors are discussed in terms of previously isolated schizophrenic 
factor-types. 
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THE FAMILY DRAWING TEST: A COMPARATIVE STUDY OF 
CHILDREN’S DRAWINGS! 


MARVIN REZNIKOFF AND HELGA R. REZNIKOFF 


Yale University New Haven Public Schools 


PROBLEM 


Many investigators have studied the use of human figure drawings for person- 
ality evaluation“... There are now many variations on the basic technique of asking 
the subject to ‘draw a person” including the well established House-Tree-Person 
Test? and the recently published Inside-of-the-Body Test». A modification and 
extension which this writer (M. R.) has found to be extremely useful but which has 
received relatively scant attention in the literature, is the Family Drawing Test. 
This approach applies primarily to children, and as Hulse”: ® points out, elicits 
specific information on such matters as role in the family constellation, relationships 
with parental figures and siblings, and tensions within the home situation. 

In analyzing a given family drawing, Hulse repeatedly emphasizes the “gestalt”’ 
or the over-all concept of a production. He acknowledges the importance of individ- 
ual details such as sequence, placement, omissions and exaggerations, but only to 
corroborate what the total drawing conveys. This research attempted, in a prelimin- 
ary manner, to deal more directly with some of the individual details or component 
aspects of family drawings. Its specific purpose was to compare several diverse 
groups, to determine what characteristic differences appear in their family repre- 
sentations. 


METHOD 


Subjects. One hundred second grade children, ranging in age from seven to nine 
years, and attending the same elementary school, participated in this study. These 
children were cross-classified according to sex, race and economic status. The group 
consisted of 53 boys and 47 girls. Of the boys, 18 were Negroes and there were 20 
Negro girls, making a total of 38 Negro and 62 white children. 

All of the children lived in one of two city housing projects, for which the school 
was specifically built. Admission to the projects is based exclusively upon income, 
one providing low income housing and the other designated for middle income fam- 
ilies. Of the group, 71 of the children were from middle income homes, while the 
remaining 29 fell into the low income classification. 


Procedure. Each child was provided with a pencil and a sheet of 9x12 inch paper, 
and told to draw his family including himself. In no instance were further drawing 
instructions given. When the child had finished, he was asked to identify the figures 
he had drawn, which were then appropriately labelled. A short personal and family 
information form was also completed for each child at this time, covering age, sex, 
race, economic status and questions regarding the number and relationship of per- 
sons living in the home. Intelligence test scores were obtained from school records. 


Treatment of Data. Every drawing was scored for 28 separate items using a 
specially designed multiple choice type check list as a guide. This check list con- 
sidered relative size and placement of figures, treatment of facial and bodily features, 
omissions, distortions, movement, aggression indicators, clothing and fictitious or 
excluded members of the family. The family information forms were used in the last 
instance to establish the actual composition of the household. Separate totals for 
each scoring category of every item were obtained for the boys, girls, Negro children, 
white children, low income group and middle income group. Using these total counts 
or frequencies, chi square values”) were computed to test for significant sex, race 
and economic status differences in these family drawings. 


1The authors wish to thank the New Haven Board of Education, and the principal and second 
grade teachers of the Katherine A. Brennan School for their cooperation in this project. 
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It should be noted that the two groups within each of the three cross-classifica- 
tions were compared initially with regard to the distribution of ages and intelligence 
test scores. The calculated ¢ values revealed that age and intelligence disparities 
between sexes, races, and economic levels in this sample, were not significant (p> .05). 


RESULTS AND DISCUSSION 
Boys Compared with Girls. The family drawings produced by girls and boys of 
this age were quite similar in most respects. Contrary to findings reported for in- 
dividual drawings”: '°, boys in this group did not express greater dependency than 
girls by drawing buttons and pockets more often. Neither did they differ from girls 
in more frequently indicating movement or activity in their family representations. 
Finally figures drawn in profile interpreted as evidence of evasiveness, and also said 


to be more prevalent in boys’ productions, were present to approximately the same 
extent in both groups. 


Tasie 1. Factors in CHILDREN’S FamiIty Drawincs ComMparED BY Sex, Race anp Economic 
Sratus SHow1na SIGNIFICANT DIFFERENCES 








omparisons “actors | ercent Occurrence 
Cc Factor P t O ad 





Boys Girls . 


Boys with Girls Mother Figure Omitted 
Mother Without Arms 
Self Centrally Placed 





Negro | 
Children | Children 


Negro with White Siblings Omitted 26% 
Children Fingers Absent 


3 % 





“Middle 


Income Income 





Low with Middle | Self Smallest Figure 0% 
Income Families Figures Off The Ground 
Mother Figure Omitted | oe 
Sibling Largest Figure | 
Father Without Arms | 





*Occurrences in this Table were expressed in percents rather than in freque ncies for easier com- 
parisons, since there were different numbers of subjects in the groups. The p’s were determined from 
chi square values computed in the usual manner from actual] counts, corrected for continuity. 


As can be seen from Table 1, boys do significantly more often omit the mother 
from the family group, or draw her without arms, suggesting rather unsatisfactory 
maternal relationships. This is consistent with Machover’s studies“® of children’s 
drawings, in which she observed that boys show considerable hostility toward female 
figures. Also indicated in Table 1 is the significantly greater number of instances in 
which boys placed the drawings of themselves in the very center of the family group, 
possibly expressing a need to be the focus of attention in the home situation. 


Negro Children Compared with White Children. There was a remarkable lack of 
disparity between the family drawings of Negro and white children. In contrast to 
Machover’s findings“®’, Negro children in this group did not draw negative facial 
expressions, make mouths suggesting oral deprivation or omit prestige seeking sym- 
bols such as hats, more often than did the white children. Neither were figures in the 
drawings of the Negro children less complete as was found by Hammer“? in his 
House-Tree-Person study of Negro and white children, and interpreted by him to 
mean greater interpersonal difficulties in his Negro group. 

It is also of interest that the productions of the Negro children did not reflect 
the matriarchal character usually ascribed to the American Negro family organiza- 
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tion: *), The mother was not necessarily represented as the most elaborately drawn, 
the largest or the most prominently placed figure. It should be stressed, however, 
that this is a group of children of Northern Negro families who have lived in a com- 
pletely non-segregated community for a considerable length of time. 

‘Table 1 shows the two respects in which Negro and white children’s drawings 
did differ significantly. Negro children tended to omit fingers in their figures much 
more often, suggesting the presence of some problems in environmental contact and 
manipulation. They were also inclined to exclude siblings from their family draw- 


ings, indicating the possibility of a more intense type of sibling rivalry situation in 
the Negro home. 


Low Income Group Compared with Middle Income Group. The divergence in 
economic status seems to be reflected in the family drawings to a much greater de- 
gree than sex or race differences. As noted in Table 1, children from the low income 
group significantly more often made themselves the smallest figure in the family and 
drew their families as if the people were floating in air. This may be related to feelings 
of basic insecurity and inferiority. Also in a significantly greater number of cases did 
the low income children omit the mother figure from the family while making an 
older sibling the largest figure in the group, suggesting that the older sibling is the 
authority figure in the home and possibly has assumed a maternal role. The father is 
substantially more frequently drawn without arms by the low income group, and 
would seem to be regarded as a rather inadequate person. 


SUMMARY 


Family drawings were collected from one hundred second grade children who 
were cross-classified according to sex, race and economic status. The purpose was to 
ascertain whether diverse groups drew their families in different ways. 

The results of the preliminary investigation indicated that the family drawings 
of these boys and girls differed only in that the boys significantly more often placed 
themselves in the very center of the family group, and, in a greater number of in- 
stances, omitted the mother figure or represented her without arms. The productions 
of the white and Negro children, living in a non-segregated community, were even 
more similar. The Negro children, however, did much more frequently omit fingers 
from their drawings and exclude siblings from the family constellation. There was 
considerably more disparity in the drawings when they were sorted according to 
economic classification. Contrasted to the middle income group, the children from 
low income families significantly more often did not include the mother in their 
drawings, and made an older sibling the largest member of the family while making 
themselves the smallest figure. They drew their families as if suspended in air, and 
more frequently represented the father figure without arms. 


REFERENCES 
1. Buck, J. N. The H-T-P technique: a qualitative and quantitative scoring manual. J. clin. 
Psychol., 1948, 4, 317-396. 
2. Fisner, R. A. and Yates, F. Statistical tables for biological, agricultural and medical research. 
(4th Ed.) New York: Hafner, 1953. 
3. Frazier, E. F. The Negro family. In Ruth N. Anshen (Ed.), The family: its function and destiny. 
New York: Harper, 1949. Pp. 142-158. 
4. Frazier, E. F. Problems and needs of Negro children and youth resulting from family disorgan- 
ization. J. Negro Educ., 1950, 19, 269-277. 
5. GoopENnouGn, FLorence L. and Harrts, D. B. Studies in the psychology of children’s drawings: 
II, 1928-1949. Psychol., Bull. 1950, 47, 369-433. 
Hammer, E. F. Negro and white children’s personality as revealed by a comparison of their 
drawings (H-T-P). J. clin. Psychol., 1953, 9, 7-10. 
7. Hutusg, W. C. Childhood conflict expressed through family drawings. J. proj. Tech. 1952, 16, 
66-79. 
8. Huss, W. C. The emotionally disturbed child draws his family. Quart. J. Child Behavior 1951, 
3, 152-174. 
9. Macuover, Karen. Personality projection in the drawing of the human figure. Springfield, IIl.: 
Charles C. Thomas, 1949. 
10. Macnover, Karen. Human figure drawings of children. J. proj. Tech. 1953, 17, 85-91. 
11. Tart, C. D. and Ascugr, R. C. Inside-of-the-body-test. Psychosom. Med. 1955, 17, 139-148. 





CIRCULAR PENCIL MAZE PERFORMANCE IN CHRONIC 
SCHIZOPHRENICS 


HENRY N. PETERS 


Jefferson Barracks Veterans Administration Hospital 


PROBLEMS 


Answers were sought to the following questions in an extensive investigation of 
circular pencil maze (CPM) performance of 39 chronic schizophrenics: (1) What is 
the effect of sub-shock insulin on CPM solving? (2) What is the capacity of chronic 
schizophrenics for CPM solving? (3) Is maze threading a general function? (4) What 
is the relation of CPM performance to social adjustment? 


PROCEDURE 


All of the 39 chronic schizophrenic patients were from the same closed ward and 
were not responding to any treatment programs. The CPMs were administered as 
part of a three months guided problem solving and learning program, which included 
stylus mazes and multiple choice learning. The details of procedure have been des- 
cribed elsewhere“ ?).! 

Twenty-six CPMs of varying complexity were printed for use in this study. 
These differ from the Porteus Mazes in the following three ways. (1) It is more 
difficult to trace a circular than a rectangular path, and requires more consistent 
attention to the details of execution. (2) The range of difficulty is greater than for the 
Porteus Mazes. (3) With the CPMs the subject is required to complete each trial, 
i. e., to draw his line from center to final exit, regardless of the number of blind alleys 
entered. When a subject enters a blind alley on a Porteus Maze, the trial is ended. 
This variation in procedure makes it possible to use the CPMs as a group test. 

The mazes were administered to the patients individually. Each patient was 
given three to six trials a day on one CPM, and was continued on the same pattern 
until he made one perfect trial. The mazes were presented in order of difficulty, with 
each patient progressing as far, and as fast, as he was able. Guidance was introduced 
when the experimenter felt it was necessary. Two patients refused to try any of the 
mazes; two persistently drew their pencil lines through the printed lines of the 
mazes. These four patients were not included in the tabulated data. Table 1 sum- 
marizes the extent of testing which was done with the cooperative patients. 


TaBLe 1. Extent or CPM Testine Done Wits 35 Cooperative PATIENTS 


| 
| 


Measure Range M 





Total numbers of trials per patient | 117 - 366 210.3 





Number of separate testing sessions 
(days) 17 - 61 38.9 


Duration of testing period (in days) 52 - 93 


RESULTS 


1. During the first half of the three months of problem solving, 28 of the 35 
patients received sub-shock insulin.? All but two of these were working on CPMs at 
the time that insulin was stopped. Seven patients were put through the complete 
problem solving program without insulin. Thus, the data make it possible to estim- 


1The data on all but four of the patients were gathered at VA Hospital, North Little Rock, Ark. 

*This phase of the work was handled by W. P. Kolb, M. D., W. R. Warford, M. D., and Marion 
Sweetser, R. N. The writer is also indebted to Miss Sweetser for the ward behavior ratings which are 
referred to later. 
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ate the effect of insulin in two ways: (a) By comparing the records of patients before 
and after removal of the drug, and (b) by comparing the average performance of 
patients who did all or most CPMs under insulin with the average of those who 
worked entirely without insulin. 

Per cent perfect trials scores were calculated for each of the 26 patients who 
were taken off of insulin during CPM learning, for the three days before and the 
three days after. This score is obtained by simply dividing the number of perfect 
trials by the total number of trials. There was an increase in this score for 14 patients, 
a decrease for eight, and no change for four. The before and after mean scores are 
37.3 + 5.9 and 46.5 + 6.0. The t ratio, taking into account the correlation factor, is 
2.2176 (P = .05). The validity of this difference is enhanced in view of the fact that 
for the majority of patients the level of difficulty was greater after insulin. The prac- 
tice factor can be discounted, since all patients were undoubtedly on a plateau when 
insulin was removed. Table 2 presents two mean scores for insulin and noninsulin 


TasLeE 2. Two Mean Measvres oF CPM PERFORMANCE OF PATIENTS WITH 
INSULIN AND WirHovutT INSULIN 


Measure 


Per Cent of Perfect Trials 
Insulin 
Noninsulin 


Number of CPMs Solved in Less 
than Three Trials 

Insulin 

Noninsulin 


patients. Here the entire period of CPM solving is taken into account. The mean 
differences are not only small and unreliable, but one is a reversal of the other. The 
standard deviation is larger for the insulin patients in both comparisons, and the 
difference for the first measure is sigificant at the 2 per cent level of confidence. 

In the summaries presented below the scores of all 35 patients are pooled. 


2. The CPMS were given as a group test to 747 nonpatients. Each individual 
received a booklet which contained only one copy of each maze, and after detailed 
instructions was allowed to solve the mazes at his own rate of speed. The differences 
between this and the individual procedure used with patients, particularly the 
amount of practice given, are probably favorable to the patients. Table 3 shows, for 


TABLE 3. Per Cents oF Various Groups SOLVING SEVEN OF THE CPMs ON THE First TRIAL 








| 


| Second Fourth 7th & 8th Student Graduate 
Maze | Grade Grade Grades Aides Nurses Students Patients 
(60) (68) (79) 229) (31) (35) 
| 67.2 84.6 98 . 97.5 98.7 100.0 
55.0 83.8 39. 87.3 90. ¢ 93.5 
19.6 39.4 a 81.0 30). ¢ 83.9 
10.7 30.3 9. 68.4 4.6 
Fi 70.9 
» 


4 








selected nonpatient groups and the patients, the percentages of individuals whose 
first trial was perfect with seven of the CPMs. The first trial for the nonpatients was 
also the only trial. The particular seven mazes chosen are fairly equally spaced over 
the range of difficulty of all 26. 

The mean first perfect trials scores of the aides and the patients on 17 of the 
(PMs also shows the marked inferiority of the patients. These means are, respective- 
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ly, 12.3 + 0.3 and 6.2 + 0.6. These figures, and those of Table 3, show that mean 
level of consistent operating efficiency in the patients is low. They fail to show that 
sporadically the efficiency of the patients was high. This is inferred from (1) the 
fact that most of the patients, after failing easy ones, made perfect first trials on 
difficult mazes, and (2) that it is only remotely possible to solve a complex maze on 
a chance basis. Five of the patients made perfect first trials on CPMs done perfectly 
by less than 50 per cent of the nurses. Only 12 patients failed the first trial with all 
mazes solved by less than 80 per cent of the nurses. Only two patients made errors 
on all of their first trials. 

Certain of the patients showed a marked tendency to make perseverative errors. 
The number of times that a patient made the same error on successive trials with the 
same CPM ranged from 2 to 76. The mean maximum number of perseverative errors 
for all patients is 15.9 + 2.2. Several of the patients showed a similar rigidity phen- 
omenon in the form of repeatedly retracing the same segment of a maze on one trial. 
When this occurred the experimenter would usually have to interrupt with guidance. 


3. At about the same time that the patients started on CPMs they were given 
from two to four weeks of training on a square plastic maze. This maze is made of 
concentric walls of clear plastic with a small cup of fudge in the central compartment. 
The patient’s view of the maze is not obstructed. He maneuvers the cup out with a 
stylus which fits through a slot above the pathways. Problems of increasing difficulty 
are made by adding walls to the maze and blocks to the pathways. Twenty patients 
were similarly trained on a circular plastic maze which was constructed in the same 
way with round walls. 

Coefficients of correlation between scores on the three maze tests are shown in 
Table 4. The third row in this table indicates that the communality between the two 
plastic mazes is of the same order of magnitude as that between the pencil mazes 
and plastic mazes. 


TABLE 4. RANK DIFFERENCE CORRELATIONS BETWEEN PER CENT OF PERFECT 
TRIALS ScorEs ON CPM, Square Piastic Maze AND CrrcuLar Puiastic Maze 


Types of Mazes N Rho t 





CPM and Square Plastic Maze | ( +.79 7.434 


CPM and Circular Plastic Maze { +.80 5.694 


Square Plastic Maze and 
Circular Plastic Maze 20 +.74 4.655 





4. The charge nurse filled out.a Gardner Behavior Chart? on most of the pa- 
tients at the beginning and at the end of the three months of problem solving. This 
chart is a series of rating scales which gives a fairly unambiguous estimate of pa- 
tients’ social adaptability within the hospital community. The correlations between 
the total ratings and two measures of CPM performance are presented in Table 5. 


TasLe 5. RANK DIFFERENCE CORRELATION BETWEEN Warp Benavior RatINas, 
BEFORE AND AFTER TREATMENT, WITH Two Mzasures oF CPM PERFORMANCE 


Measure N Rho t 





Per Cent of Perfect Trials 
Ratings Before 31 +.17 
Ratings After 27 


Number of CPMs Solved in 
Less than 3 Trials 
Ratings Before 
Ratings After 
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CONCLUSIONS 


(1) Extensive study of CPM performance in chronic schizophrenics reveals no 
significant consistent effects of sub-shock insulin. However, this drug increases inter- 
patient variability; and with its removal there is a slight improvement in perform- 
ance. 

(2) When the capacity of chronic schizophrenics for CPMs is measured in terms 
of consistency of performance it is markedly inferior to normal groups. However, 
when capacity is considered from a power viewpoint, regardless of consistency, the 
patients are found to be very heterogeneous. 

(3) There is a maze threading faculty which is general to mazes requiring differ- 
ent perceptual-motor operations. 

(4) There is a positive relationship between CPM ability and hospital adjust- 
ment in chronic schizophrenics. 
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THE ROLE OF ANXIETY IN PSYCHODIAGNOSIS! 


CARL N. ZIMET AND GLEN A. BRACKBILL 


Veterans Administration Hospital Veterans Administration 
Albany, New York Palo Alto, California 


PROBLEM 


The present study was undertaken to try to evaluate the role that anxiety plays 
in the diagnosis of the three major nosological groups: psychoneurosis, psychosis, 
and personality disorder. 

The American Psychiatric Association (APA) in its publication Mental Dis- 
orders points out that the chief characteristic of psychoneurotic disorders “‘is anxiety 
which may be directly felt and expressed or which may be unconsciously and auto- 
matically controlled by the utilization of various psychological mechanisms’ “®: P- 31), 
In contrast, patients with psychotic disorders, according to a widely held theory, 
have broken with reality in order to throw off the intolerable pressure of anxiety “*), 
Likewise, individuals classified as Personality Disorders by the APA, “‘are character- 
ized by minimal subjective anxiety and little or no sense of distress’ p- #4). Al- 
though research has shown that diagnostic categories as they are used in psychiatric 
practice are not very reliable“: * ), they are nevertheless working formulations 
which are currently in wide use. 

The APA mentions two types of anxiety, that which may be directly felt and 
expressed, and that which may be unconscious. For the former, the term “‘verbal- 
ized anxiety” is used, while the latter, the suppressed or denied anxiety, is termed 


1From the Veterans Administration Hospital, Palo Alto, California. We would like to thank Dr. 
Kenneth B. Little, Stanford University, for his suggestions and criticisms. 
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“non-verbalized anxiety.” In addition we have added a third way of defining anxiety, 
namely in terms of its interference with performance. 

It has been our experience in therapy and diagnosis that some cases with all 
the classical earmarks of the character disorder are quite obviously very anxious. 
Furthermore, there are probably few practicing clinicians who would still maintain 
that the schizophrenic has completely mastered his anxiety through the mechanism 
of psychosis. It is our impression then, that anxiety cuts across all diagnostic cate- 
gories; that it is not, therefore, completely differential for any group, and that the 
concept of the role of anxiety in diagnosis needs reconsideration. 

Specifically we hypothesized that: (1) There would be no significant difference 
in non-verbalized anxiety among the three diagnostic samples, the psychoneurotic, 
psychotic, and personality disorder, (2) the neurotic group would not appear sig- 
nificantly more anxious than the other two groups when verbalized complaints about 
distress produced by anxiety were used as a measure of anxiety, (3) anxiety as eval- 
uated in terms of its effects on performance would not interfere more with the per- 
formance of neurotics than with either of the other two groups. 


METHOD 


The records of those patients which had been seen by the Psychology Service? of 
a Veterans Administration general medical and surgical hospital and who were 
diagnosed by the hospital during the last five years as belonging to any one of the 
three major diagnostic groups mentioned above were used in the study. All those 
records were used in which most of the required tests had been administered. There 
were a total of 97 usable cases split into three groups of 33, 32 and 32 each.* In some 
cases, however, not all the experimental tests were available. There is no reason to 
believe that any systematic bias entered into the selection of cases. As far as the 
testing itself was concerned, a number of different examiners administered the tests 
and there is no indication that one test was selected preferentially. 

An estimate of non-verbalized anxiety, as referred to in hypothesis 1, was ob- 
tained by use of Elizur’s“® Rorschach Content Test (RCT). The Elizur method 
makes use of the free association part of the Rorschach. Marked anxiety responses, 
e.g., ‘‘a terrifying bat,” are given a weight of 2, while veiled anxiety responses re- 
ceive a weight of 1. Thus an individual’s anxiety score is obtained by totaling the 
score credits for a particular protocol. Only those records were used in which the 
responses numbered no less than ten. If there were more than 30 responses, only the 
first three on each card were scored. Elizur“? reported an average intercorrelation 
coefficient of .77 for eight scorers with no Rorschach training, while Gorlow, Zimet 
and Fine®? noted an agreement of 83° among three experienced scorers. For the 
present study the scores were determined by agreement of both authors. Elizur 
using normal §’s found a significant correlation between the RCT and indicators 
of anxiety derived from interviews, questionnaires, and rating scales. The RCT 
scores were also able to differentiate between a group of diagnosed neurotics and a 
group of normals“? and between delinquents and non-delinquents®?. Thus it ap- 
pears that the RCT differentiates criterion groups fairly adequately. 

Two different estimates were obtained of verbalized anxiety as referred to in 
hypothesis 2. These were the Pt scale of the MMPI and the Welch Anxiety Index “”? 
also based on the MMPI. The Pt scale, rather than the Taylor Scale of Manifest 
Anxiety, was used, since the studies by Brackbill and Little®? and Erickson and 
Davids"? reported correlations above .90 between Pt scores and scores from the 
Taylor Scale of Manifest Anxiety when a number of different groups were used. It 


*We would like to express our appreciation to Dr. Jerome Fisher, Chief Psychologist, Veterans 
Administration Hospital, San Francisco, California, for making the records available. 

*The three samples can be broken down into the following number of specific diagnoses: (a) 
Neurotic: anxiety reaction 14; hysteria 10; undifferentiated 5; other 3; (b) Psychotic: schizophrenia, 
paranoid 18; schizophrenia, undifferentiated 12; schizophrenia, simple 2; (c) Personality Disorder: 
personality pattern 6; possessive-aggressive 12; psychopath 8; emotional instability 7. 
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would seem that the use of the Pt scale as an alternative form for the Taylor Scale is 
justified. A number of studies‘: '°. "15. 18) have shown that the Taylor measures the 
psychological discomfort commonly called anxiety so as to be appropriately called 
a scale of manifest anxiety. The Welch Anxiety Index (WAI), also is presumably a 
quantitative measure ‘‘of that condition attributed to patients complaining of sub- 
jective feelings such as tension, nervousness, apprehension, fear, etc., which is gen- 
erally accompanied by somatic concommitants” “7: P. 66), 

The Digit Span subtest of the Wechsler Bellevue Intelligence Scale“® was 
used as the performance task to measure the interference aspects of anxiety since 
several studies indicate that it may be used to demonstrate the presence and also 
the degree of anxiety: '3)'9. In this study the Digit Span Score (DSS) is based on 
the deviation of the Digit Span subtest score from the mean of the Verbal subtests 
with the exclusion of Arithmetic and Digit Span as described by Rapaport “* P- 18%, 


RESULTS AND DISCUSSION 


The means and standard deviations of the three groups on the various anxiety 
measures are presented in Table 1. Estimates of anxiety for the three diagnostic 
groups were obtained by the method of simple analysis of variance. The results of 
this analysis found in Table 1 are rather striking for there were no significant differ- 


TaBLe 1. N’s, MEANS AND SIGMAS FOR THE 3 D1aGNostic SAMPLES OF 4 INDICES OF ANXIETY AND 
F-Ratios FOR THE ANALYSES OF VARIANCE‘ 








Psychotic Neurotic | Personality 
Disorder 
Test* 
Pt 
WAI 
DSS** 


RCT 








*Pt = MMPI Pt Scale 
WAI = Welch Anxiety Index 


DSS = Wechsler Digit Span Score 
RCT = Elizur Rorschach Content Test 


**Increased Means on this Test are indicative of lowered anxiety; the opposite trend is true of the 
other three indices. 


ences on three of the four anxiety measures that were used. Only on the WAI was 
the F value found to be significant (p .05). A test of significance of differences between 
individual means of the three groups on the WAI was undertaken and results indicate 
that the neurotic group has a significantly lower verbalized anxiety level than either 
the personality disorder or psychotic samples at the .05 and .01 levels respectively. 
The difference between the means of the personality disorder group and the psy- 
chotic group was not significant. As noted in Table 1, the trend of the neurotic 
group having the lowest anxiety scores is apparent on the RCT and the Pt scale, 
although it is not significant. 

On the basis of these findings no differences are evident for non-verbalized 
anxiety among the groups. Insofar as verbalized anxiety is concerned, on one of the 
two measures neurotics see themselves as significantly less anxious than do patients 
from either one of the other two diagnostic categories. We have no ready explana- 
tion for this unexpected finding. However, we find no differential effect when the 
DSS is used to measure interference with performance. 

The results are rather interesting for it seems to have been taken for granted 
that neurotics, psychotics, and individuals classified as personality disorders evi- 


‘In order to avoid the use of negative numbers, 10 was added to each of the deviation scores. 
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dence quite varying amounts of anxiety. Indeed, the current nomenclature of the 
American Psychiatric Association “* uses anxiety or the relative lack thereof as an 
important variable in diagnostic classifications. Our results then seem to warrant 
one or both of two possible conclusions. Either the psychological operational defini- 
tions of anxiety are not the same as used by the Diagnostic Manual, even though 
we have tried to measure it three different ways, or the APA nomenclature is in- 
adequate in its description of anxiety in nosological groups. Unfortunately, the 
term ‘‘anxiety”’ is nowhere defined in the APA manual. 

Another question we have posed is: ‘‘What is the relationship, if any, between 
the several measures of anxiety used in this study?” The correlations between the 
tests using the total sample are shown in Table 2. Four of the six correlations are not 


TABLE 2. INTERCORRELATIONS AMONG THE Four ANXIETY MEASURES USING 
CoMBINED GROUP. 


Tests MMPI Pt WAI 


RCT 


MMPI Pt Br 0% 21 
WAI 16 20" 
DSS .09 


*.05 level ** 01 level 


significantly different from zero. As expected, the correlation coefficient between 
the uncorrected Pt scale and the WALI is significant at the .01 level as both are de- 
rived from the MMPI. The only other statistically significant correlation (p .05) 
occurred between the Elizur RCT and the WAI. This correlation, however, is low 
(r .25) leaving much of the variance unexplained. These results parallel the finding 
by Goodstein“? in which he arrived at the correlation of .38 between the Taylor 
Anxiety Scale and the RCT. The correlations are not reported here in terms of the 
three diagnostic groups since the N’s are so small that the correlational findings 
would not be particularly meaningful. 

It is interesting to note that the measures used showed little relationship to each 
other. The only exception was the correlation of the WAI and the Pt scale. Each of 
the techniques used has been shown to have some degree of validity and reliability 
and each can be demonstrated empirically to differentiate criterion groups. In view 
of these correlational findings it might be suggested that what we have measured 
are different modes through which anxiety is expressed rather than anxiety itself. 
If this is the case, we would not necessarily expect correlations among the different 
instruments. Erickson“? has already suggested that something like this might be 
the case with the Taylor Anxiety Scale. In clinical diagnosis, what is evaluated is 
the patient’s way of expressing this turmoil as would be reflected on a self-rating 
scale such as the MMPI. But, perhaps this is only one of a number of possible ways 
of expressing anxiety. The fact that we find no difference among the various diag- 
nostic groups could be taken to indicate that the expression of anxiety is not playing 
the commonly accepted role in diagnosis. This holds true even though we have tried 
different ways of evaluating it. 

Empirically derived measures such as were used in this study may “work” in 
that they differentiate various groups, but they are not the logical outcome of any 
very careful theoretical formulations about the nature of anxiety. They appear to 
have been based on a priori considerations and maintained by what appears to be 
“prognostic validation.’”’ Perhaps we should not have expected them to show any 
interrelationship. We have no systematic theory of anxiety to offer, but we feel in 
view of the recent popularity of the studies involving anxiety that it would be well 
to consider a reformulation of the whole problem as to its role in pathology, diagnosis, 
and measurement. 
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SUMMARY 


This study was undertaken to test the widely held theory that psychoneurotics, 
psychotics and patients diagnosed as personality disorder suffer from varying degrees 
of anxiety. We have applied four measures, two based on the MMPI, one on the 
Rorschach, and one on the Digit Span Test, to quantitatively evaluate anxiety 
among the three nosological categories. The records of 97 hospitalized neurotic, 
psychotic and personality disorder patients were analyzed as to the amount of 
anxiety indicated by each of the measures. Results indicate no significant differ- 
ences on three of the four tests. A statistically significant difference was found only 
with the Welch Anxiety Index. Here, however, the neurotics saw themselves as least 
anxious of the three groups. With the exception of two measures based on the same 
scale, intercorrelations are low. It was proposed that perhaps these scales are measur- 
ing different ways of expressing anxiety. 
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Q-TECHNIQUE APPLIED TO A PATIENT AND THE THERAPIST IN A 
CHILD GUIDANCE SETTING* 


PAUL FRISCH AND ROBERT CRANSTON 
Adelphi College 


PROBLEM 


One of the most perplexing problems in clinical research is the psychotherapeutic 
process. The main problems are that the process is unique to each individual, the 
process is not a standardized one, the unreliability of subjective evaluations and the 
complexity of the variables. Q technique has been employed as a methodology to 
circumvent these problems. ®: 5) One of the goals of psychotherapy is a change in 
the patient’s self concept. Rogers and others“: * have used Q sorts as a method of 
investigating these changes. These studies have emphasized the patient’s own view 
of himself. This research is concerned with not only the patient’s own view of him- 
self but also as he is seen by others. These objective views may be used as guide posts 
in the interpretation of the subjective view. Furthermore, the self concept of the 
therapist is important in understanding the therapy process. The general problem 
is to investigate from varied subjective and objective viewpoints, the self concepts 
of a patient and the therapist. 


MeETHOD 


A Q sort was used as the measuring instrument and consisted of seventy-six 
statements concerning self concept. These statements were half positive and half 
negative. The procedure and instructions were as described by Stevenson). The 
subjects of this experiment were a mother in therapy in a child guidance clinic and a 
therapist in training. 

Three types of sorts were administered. A ‘“‘self” sort or “ideal self” sort are 
defined as a subject describing himself either as he believes himself to be like or as 
he believes he should be like. An “empathic self’’ sort is defined as having an outside 
observer sort as he believes the subject would sort himself with all the attitudes and 
opinions the subject would have about himself. A ‘diagnostic self’ sort is defined 
as having the outside observer sort as he thinks the subject objectively is rather than 
how the subject thinks about himself. 

Fourteen Q sorts were administered. The patient did four sorts; a “‘self’’ sort 
and an “ideal’’ sort at the beginning of therapy and repeated this procedure seven 
months later. The therapist did five sorts; a ‘‘self” and “‘ideal”’ on himself, an “‘em- 


Tasie 1. List oF THE FouRTEEN Q Sorts ADMINISTERED 








Sort Number Type 





Patient’s beginning self. 

Patient’s beginning ideal self. 

Patient's self after seven months. 

Patient’s ideal self after seven months. 
Therapist’s empathic self of the patient. 
Therapist’s empathic ideal self of the patient. 
Therapist’s self. 

Therapist’s ideal self. 

Supervisor’s diagnostic self of the therapist. 
Supervisor’s empathic self of the therapist. 
Supervisor’s diagnostic self of the patient. 
Supervisor’s empathic self of the patient. 
Psychological tests diagnostic self of the patient. 
Therapist’s diagnostic self of the patient. 
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*This research was conducted at the New Hope Guild Center at Adelphi College, Brooklyn 
New York. 
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pathic self’’ sort on the patient’s ‘‘beginning self’’ and ‘‘ideal self’’, and a “diagnostic 
self”? sort on the patient. The therapist’s supervisor did four sorts; an “empathic 
self’’ sort on the patient and the therapist, and a “diagnostic self”’ sort on the patient 
and on the therapist. A “diagnostic self’’ sort on the patient was done on the basis 
of the psychological tests by a psychologist who was not familiar with the clinical 
data on the patient. A list of these sorts is shown in Table 1. 

These fourteen Q sorts were intercorrelated using product moment correlation 
and factor analyzed according to Thurstone’s centroid method and the resulting 
factors were rotated to orthogonal simple structure. Factor arrays of the items were 
calculated for each factor, following the method described in Stevenson“). 


RESULTS 


The factorial analysis of these Q sorts yielded three factors. The rotated factor 
loadings are shown in Table 2. Factors one and two were statistically significant using 
Saunder’s criterion, Humphrey’s rule and Tucker’s phi“. Factor three was signi- 





TABLE 2. ROTATED ORTHOGONAL Factor LOADINGS 
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ficant only by Saunder’s criterion. Since criteria for significance of factors tend to 
systematically under-estimate slightly the number of factors”), the third factor was 
retained in the interpretation of the results. The factor arrays are shown in Table 3. 
Factor one may be interpreted as a “‘social acceptance”’ factor. It primarily 
emphasizes relationships with people. In the positive direction it is expressed as a 
purposive, self-confident, love of people. In the negative direction, as a withdrawal 
from people, a lack of confidence in self and feelings of rejection. Factor two may be 
interpreted as a “struggle toward self acceptance” factor. In the positive direction 
it is expressed as an insightful, independent struggle toward self-acceptance; in the 
negative direction as a guilty, dependent, lack of self-acceptance. Factor three may 
be interpreted as a “hostility” factor. In the positive direction it is expressed as a 
feeling of self confidence, positive feelings toward sex, a feeling of love and being 
loved, together with a seemingly inconsistent feeling of guilt and unworthiness. This 
constellation could be interpreted as repressed hostility. In the negative direction it 
is expressed as a conflict concerning the feelings of hostility toward those who are 
close. It is further a fear and disgust of sex, lack of confidence and a feeling of re- 
jection. 
, Inspection of Table 2 shows that the patient’s ‘‘self”’ concept is loaded + .66 on 
factor 1, + .21 on factor 2 and + .22 on factor 3. After therapy, the patient’s “self” 
concept is loaded + .48 on factor 1, + .67 on factor 2 and — .03 on factor 3. The 
change in the patient’s “self”? concept during the course of therapy shows a decrease 
in the importance of social acceptance (factor 1) and an increase in the importance 
of self acceptance (factor 2). The patient’s “ideal’’ self concept remains the same on 
factor 1 and increases slightly on factor 2. 
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TaBLeE 3. Factor ARRAys For Factors 1, 2 anp 3. 








‘Scores 
0 


SNR 


ob 


bo 


FACTOR 1 

Most Characteristic 
I am quite fond of and love members of my family. 
I know what I want out of life; I have real goals. 
In --" I feel that I can handle myself and that I can deal with most situations fairly 

we 
I like people and seem to enjoy taking an active interest in them. 
More oftc.. than not, I’m free and easy in my relationships with others and enjoy being con- 

si! zood fellow. 
I interested in other people; in their problems. 

' in gener | are pretty good and decent. I trust people. 
ex and el it is a natural and good thing. 


Most Uncharacteristic 


» shy and most people make me feel uncomfortable. I generally like to be alone. 
hot « othe r people ave not counted for much in my life. 

I si ed by those I feel are important to me. 
I don « ny real goals in life. 
It really t matty oo much whether I get any place in life or not. 
The idea vu. mah. ine get a disgusting and unclean feeling. I guess I’m afraid of it. 
My judgment is gene. \l!y poor and doesn’t turn out well. 
I seem to be looking at t! > gloomier side of things and can’t be free and easy with others. 


FACTOR 2 
Most Characteristic 
While I am aware that I have certain feelings and attitudes which I often wish I did not have, 
I can accept these as being part of me and feel fairly comfortable. 
I like and feel pretty good toward myself. 
I know my limitations and faults as well as my good points. 
In general, I believe I’m a fairly worthwile person. 
When I do things, it’s usually because J myself want to. 
I’m quite fond of and love the members of my family. 
I’m as good as anyone else. 
I like to get into new situations just to see if I can handle them 
Most Uncharacteristic 
I feel quite guilty and am not much good. 
I would like for someone else to take the responsibility of solving my problems because I 
have more confidence in someone else’s ability than I do in my own. 
I become upset by criticism even if it is good or meant well. 
I frankly feel that I don’t really care to go out of my way for people. 
I tend to keep on fighting for what I want until I get it. 
I usually am able to make my mind up quickly. 
I am insecure unless I know that people think highly of me. 
I don’t feel sure enough of myself to meet the issues I have to face. 


FACTOR 3 
Most Characteristic 
In general I feel that I can handle myself and that I can deal with most situations fairly well. 
I enjoy sex and feel it is a natural and good thing. 
I don’t ask too much of myself; anyway not much more than I would expect of others. 
I feel quite guilty and am not much good 
It really doesn’t matter too much whether I get any place in life or not. 
For the most part, I measure up to what I think is right and what I'd like to be. 
I feel that those people important to me like and want me. 
I’m basically interested in other people; in their problems. 
Most Uncharacteristic 
I feel disturbed because there are people close to me that I really dislike and even hate. 
I don’t feel sure enough of myself to meet the issues I have to face. 
The idea of sex makes me get a disgusting and unclean feeling. I guess I’m afraid of it. 
When I am critical about others I feel that I am fair about it. 
Perhaps I’m not too fair when I’m critical of people, but the way they are it’s pretty hard for 
me not to be critical and even disgusted. 
I am unwanted by those I feel are important to me. 
I’m too demanding and critical of myself. 
I am more apt to give in than to keep on fighting for what I want. 
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When we examine the diagnostic sorts on the patient, the therapist perceives the 
patient as being loaded negatively on factor 1 and factor 3; the supervisor perceives 
the patient as being loaded negatively on factor 1 and factor 3; the supervisor per- 
ceives the patient as being loaded negatively on factor 3; and the psychological tests 
perceive the patient as being loaded negatively on factors 1 and 2. Thus, the ther- 
apist, supervisor and psychological tests in general agree in their evaluation of the 
patient but tend to emphasize the factors differentially. 

The therapist’s duplication of the patient’s ‘‘ideal’’ sort loads + .81 on factor 1 
and insignificantly on factors 2 and 3. The patient’s actual “ideal”’ sort loads + .47 
on factor 1 and + .33 on factor 2. The therapist overemphasized factor 1 and 
neglected factor 2. This might be accounted for by the fact that the therapist 
“self” sort loads + .93 on factor 1 and his “‘ideal’’ sort loads + .87 on factor 1. 

All of the subjective sorts load positively on the factors, if at all, while all of the 
diagnostic sorts load negatively on the factors. In comparing the subjective sorts 
with its diagnostic counterpart, there is a tendency for the same factor loading pat- 
tern but in the opposite direction. For example, the patient’s “‘self’? concept is 
loaded positively on factors 1 and 2, while the psychological tests, ‘diagnostic self”’ 
of the patient loaded negatively on factors 1 and 2. 

Discussion 

In many studies of change in the patient’s “self”? concept during psychotherapy, 
the results are expressed as ‘‘change”’ or ‘“‘no change’”’ or at best the overall direction 
of the change. In this study there is no change in the patient’s “‘self’’ concept in the 
overall sense of being more positive or negative; however the patient’s “‘self’’ concept 
shows a decrease in the importance of social acceptance (factor 1) and an increase in 
the importance of the struggle toward self acceptance (factor 2). It would seem that 
the factorial approach allows one to observe more of the nature of the change of the 
“self’’ concept of a patient in psychotherapy by comparing the factor patterns before 
and after therapy. 

The psychological interpretations of the factor arrays are by their very nature 
subjective. It should be emphasized that the factors in this type of approach are 
really the list of items shown in the factor arrays in table 3. The names of “‘social 
acceptance’’, ‘“‘struggle toward personal acceptance” and “hostility”? are verbal ab- 
stractions developed by the investigators to aid in the understanding of the item con- 
stellations obtained. Other investigators beginning with the same items might well 
employ somewhat different verbal abstractions. If the Q sort had been constructed 
from a structured sample from a particular theory“, the meaning of the factors 
could be tested statistically in relation to this theory and the subjectivity of the 
interpretation procedure would be considerably reduced. 

Also the apparent changes in a patient’s ‘“‘self’’ concept during psychotherapy, 
as revealed by Q sort data, do not allow one to conclude that these changes have been 
integrated into the personality of the patient or have been expressed as actual be- 
havior changes. It is also possible that the patient’s change in sorting behavior may 
be simply reflecting treatment methods suggested by the therapist. It is cautioned 
that with Q technique no generalization may be made to any other patient. Further, 
with the absence of control subjects, self concept changes may be the result of other 
environmental influences unrelated to the therapy experience. 


SUMMARY 


Fourteen Q sorts of self concept were administered from varied subjective and 
objective viewpoints on a patient and the therapist. These Q sorts were intercor- 
related and factor analyzed according to Thurstone’s centroid method, and the re- 
sulting factors were rotated to orthogonal simple structure. Factor arrays of the 
items were calculated for each factor. Three factors were extracted and interpreted 
as a “‘social acceptance” factor, a “‘struggle toward personal acceptance” factor and 
a “hostility” factor. The direction of change for the patient’s ‘‘self’’ concept during 
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the course of therapy was from the “‘social acceptance”’ factor to the “‘self acceptance’”’ 
factor. The therapist, supervisor and psychological tests, in general, agreed in their 
evaluation of the patient but tended to emphasize the factors differentially. Certain 
uncontrolled variables present in the experimental situation, which make the con- 
clusions drawn quite tentative, were discussed. 
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A MODIFIED FREE ASSOCIATION TECHNIQUE* 
EUGENE 8. MILLS 
Whittier College 


INTRODUCTION 


The patient’s own direct report, unstructured by visual stimulation or the need 
to be logical or meaningful in conversation with the therapist, represents an im- 
portant source of psychological clues. This was clearly recognized by Freud? in his 
early development of the free association technique and has been pointed out sub- 
sequently by other investigators®: 4). Much of the research in clinical psychology has 
involved an attempt to perfect methods for obtaining such psychological clues. 

While it continues to be used as standard procedure in psychoanalytic work, free 
association has received relatively little attention from clinical psychologists. This is 
partially due to the fact that free association is not generally feasible in the briefer 
forms of therapy. The technique, however, warrants more clinical research than it 
has received. Believing that the patient’s associations can be made an even more 
vital part of clinical practice, the writer has been experimenting with several modifi- 
cations of the free association technique, one of which will now be described. 

METHOD 


After one or two initial sessions the patient is introduced to the concept of free 
association, and likewise to the necessity for becoming better acquainted with his 
own inner world. He is allowed to discuss with the therapist the whole idea of his 
conscious life and the unconscious background agairist which it fits. He is helped to 
see the value of a fuller self awareness and is reassured as to the possibilities for dis- 
cussion of any and all aspects of his life. The patient is then provided with paper and 
pencil and instructed as follows: 


“T am going to give you a pencil and some paper on which I want you to 
write anything and everything that comes to your mind for a period of five 
minutes. Just let your mind wander freely and put down each impression as it 
arises, no matter how silly or trivial it seems. Don’t try too hard and don’t feel 
that you must make your impressions related. You must be as frank as possible. 
Try not to resist ideas as they occur to you. Just let yourself go.” 


_After the opening instructions it is usually necessary to reassure the patient 
again as to the importance of his associations. Further, it is helpful to tell him that 
he is not expected to cover any given amount of paper in the time allotted and that 


_ *A portion of this paper was read at the meetings of the California State Psychological Associa- 
tion, Fresno, California, April, 1955. 
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he should feel free to take things as they come. He should be told to make dots be- 
tween recorded impressions, slowly and regularly across the page until his next asso- 
ciation. This provides relief during blockage and also gives a rough indication of 
time lapses. 

At the close of each of the next two therapeutic sessions the patient may be 
given additional five minute periods for further association. After becoming ac- 
quainted with the general technique, it seems profitable to increase the time allotted 
in subsequent sessions; however, this is best accomplished outside the actual thera- 
peutic hour. Time for this association has been increased experimentally to a thirty 
minute period in a few cases, although the best maximum time seems to be approx- 
imately ten minutes. 

RESULTS 

What kind of material does one get with the use of this technique? This can best 
be answered by citing two cases. The first concerns a woman of thirty years of age 
who came to the psychologist complaining of marital discord. Diagnostic testing re- 
vealed strong anxiety and marked sexual maladjustment. When first introduced to 
the free association technique on the occasion of the third therapeutic session, the 
patient seemed somewhat at a loss as to how to proceed. This initial resistance is not 
at all unusual and she was encouraged to try again at the close of the next session. 
}-xamples of her associations follow: 


No. 1. 5 minutes 
What to write!!.. .Whee!......Here goes nothing...... (asks therapist, “Is this neces- 
sary?”’, then laughs, apparently not expecting to be answered)... . .life is a bowl of cherries 
What a or. eos -my husband bless his hide!........he’s the one who should 
be here.  -husband . you can have him..... 
No. 2. & minutes 
AM soar erases a .What todo........makes... -makes me. ss 
a pawn. ... bed. vchildren......if it wasn’t for those kids......I guess 
they’re at school... “but Jerry (husband) ‘care......for me..... — sex 
hopeless things......a shame......divorce......divorce......children.... . .take it from me 
Red little red school house. . . .I 
somehow. . 


No. 5, 10 minutes 
The lady’s not for burning she takes it lying down... .does she ever!. .she 
gets it in the end d......8chool house......what’s the matter with me and little red 
school houses!?........ ee ee Time, Life, and Fortune 
ambulance (hears siren go by on street)......nurse......who cares? Jerry doesn’t 
I’m through with his kind....maybe......but the head and heart 
(at this point patient turns to therapist and says, ‘‘There’s something I haven’t 
told you. I really don’t think I love Jerry any more. Isn’t that a terrible thing?” Starts crying.) 
No. 10, 10 minutes 


Doom. . .there is not place for doom in the world onward. .Christian soldiers 
_tramping !....safe at last......alone......job.. -discordish | 
the ‘responsibility . . a. estos >. guess . job Mr. tied 
. Job support the kids. 7 » _.better late than never. 
hold one’s own... .take.. k L _and...bows......school . . 
house... .take damned school house -...home.... builder... .and loan company .. sid 
home.. ..apartment living. ...friendly.... 


The associations produced by this patient conform well with her dominant 
anxieties as revealed in therapy. In addition, however, they serve to underscore the 
importance of certain themes in her life, and at the same time reveal elements of the 
picture not at that time brought out in therapy. The production in the first session 
reflects initial reluctance and the strong negative feelings toward her husband. In 
the second session the associations show clearly that she is more accustomed to the 
technique. The conflict between her unhappy marriage and concern for the welfare 
of her children is shown, plus the sexual disturbance characteristic of her marriage. 
The recurring “‘little red school house” theme puzzled the patient, but later was 
brought forcibly into focus by the realization that she dreaded the insecurities of 
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divorce, the school house concept symbolizing for her the security and satisfaction 
of her childhood years. The actual resentment of her marital role is shown in the 
fifth session with everything abruptly crystallizing at the end in the ‘‘confession” 
and crying. In the tenth session she faces more realistically the prospect of divorce 
and the subsequent responsibility for finding a job and support of the children. 

The second illustrative case is that of an adolescent boy of eighteen years. This 
college sophomore came to the psychologist complaining of ‘‘academic trouble which 
I’m smart enough to know isn’t because of ignorance, but is due to my personal 
problems—emotional, you know.” For two years the patient had been suffering from 
severe peptic ulcers, and while prolonged medical treatment had greatly reduced 
the physical symptoms, the patient knew his basic difficulties remained unresolved. 
Diagnostic testing revealed strong anxiety with marked hostility toward parents 
and authority figures. A hypochondriacal preoccupation was evident throughout the 
test material. Therapy was discontinued after sixteen hours, at which time the 
student left for summer employment. Samples of the patient’s associations follow: 

No. 3, 5 minutes 
I can’t get used to writing everything!!!........school......college work 
sweat, and tears......student......push....ahead......grades...... “hope for the 
na eran (at this point the patient stopped and sat dejectedly for the remainder of the time) 
No. 7, 5 minutes 
Weekend....coming up....trip...home...to see Mom and Pop what to say? 
Mom and Pop....Mom......this trip......fib....push ahead... .duty....it takes guts.... 
old “bleedy guts’’, that’s me!........out of the night that covers me, black as a pit from..... 
(“I guess you know the rest of that poem, Dr. Mills, so why should I write all of it?’’) 
No. 13, 10 minutes 


Grades, grades, grades, ........I’m sick to my stomach of ’em........make........do 

faire... able set out to conquer the world...on fire.....the world on fire... .(at this 
point the patient inserted a small sketch of the world shrouded in flames and labeled it as such) 

.. beat the....flames......and....hold......the 1......struggle up- 
ward......for alma mater and God and Mom and Pop......this is my story (and I'll 
stick with it!)....my life nuts! 

This patient’s associations testify to the basic conflicts which became evident 
during therapy. Especially important were his strong dependency needs, a rather 
shallow adolescent conviction of his own self-sufficiency, and an almost fanatical 
drive to achieve. One is reminded of the close paralle! between the dynamics of this 
case and those discussed by Alexander and French”? in their consideration of the 
personality of the peptic ulcer patient. In session three we see associations related to 
his drive for achievement as a student, followed by the association, “hope for the 
best,’’ which was set in quotes. Later discussion of this session with the patient led 
to an understanding that the words were those of his mother, spoken as a veiled spur 
to academic achievement on the occasion of his last home visit. In session seven the 
associations relate to his concern about parental acceptance and a forthcoming trip 
home. The statement “‘old bleedy guts” is a powerful self-representation as an ulcer 
patient. The reference to the poem Invictus by William E. Henley (‘‘I am the master 
of my fate, I am the captain of my soul”’) is further evidence of the patient’s conflict 
between dependency and strivings for self-sufficiency. Session thirteen contributes 
additional material which is consistent with that produced in the earlier sessions. 


DISCUSSION 


One of the beneficial effects of this therapeutic exercise is the development in 
the patient of a close acquaintance with the personal nature of his ideation and feel- 
ing, so much desired in therapy. As was true of the case just cited, patients frequent- 
ly bring to the therapist associations which have been recorded during periods be- 
tween therapeutic sessions. This continuity in the therapeutic effort seems desirable. 
Such “homework” may be viewed as an important development, sometimes seem- 
ing to effect a short-cut in the whole business of working through the patient’s 
jumbled ideas. 
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Attempts on the part of the writer to record his own associations at the close of 
the therapeutic hour have often produced interesting parallels with the patient’s 
associations. Especially evident has been the recurrence of themes in the therapist’s 
associations which indicate his special sensitivities in areas brought out by the 
patient. 

From the standpoint of clinical research, it would seem valuable to build up a 
sequence of associations on the part of both patients and therapists. These raw pro- 
ductions might well add to our knowledge of the continuous interaction between 
patient and therapist throughout the treatment procedure. Such a technique is 
particularly promising in the therapeutic training of clinical students where it is 
necessary to develop in the student a growing awareness of his own personal involve- 
ment in the therapeutic enterprise. Comparison of patient-therapist associations 
over a period of many sessions affords a rather striking picture of the dynamic inter- 
action involved. 

SUMMARY 


A free association technique has been described in which the patient writes his 
associations as an adjunct to therapy. Illustrative associations produced by a thirty 
year old female patient and an eighteen year old male adolescent are presented. It is 
suggested that the technique may be valuable as a research tool as well as in the 
therapeutic training of clinical students. 
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THE KNOX CUBE BACKWARD (KCB) AS A PERFORMANCE TEST OF 
GENERAL INTELLIGENCE! 
BORIS M. LEVINSON 


Yeshiva University 


PROBLEM 

The Knox Cube test may be administered backwards as well as forwards, and 
this paper reports some preliminary results of its use as a performance test of general 
intelligence. A search of the literature did not discover any references to the Knox 
Cube Backward (KCB). However, there are many studies with Knox Cube Forward 
(KCF), originally devised by Knox“? in his study of suspected mental defective im- 
migrants at Ellis Island. Pintner“*) restandardized the test and included it in his 
Scale of Performance Tests“®), Arthur made the KCF an integral part of her orig- 
inal scale“: *- *. © and its revision “?. Gaw found that KCF was also suitable for Eng- 
lish children. Drever and Collins? have adopted KCF as part of their scale for 
testing the deaf. Babcock“ found the test useful in the measurement of efficiency 
of mental functioning. 


TESTING PROCEDURE 


At the beginning of the testing session, after rapport was established, Digits 
Forward (DF)“® and Digits Backward (DB) “® were administered followed by 
KCF and KCB. Then the Revised Stanford-Binet “® and other tests required by 


1The writer wishes to express his appreciation to Mr. Benjamin Lerner who has tabulated and 
computed some of the statistical data. 
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the individual situation were administered. At the end of the testing session, KCF 
and KCB were readministered. The writer wishes to stress that KCB seems to re- 
quire certain visual motor attention qualities which not every examiner possesses. 
Kent“ has noted this fact when working with KCF and for this reason eliminated 
it from her testing schedule. The exact method of administration is given below. 


Knox Cube Forward. The examiner faces the subject and places one Binet 
cube to the right of the subject near cube I of the Knox cubes. The examiner 
holds another Binet cube in his hand and says “I am going to tap these blocks. 
Watch carefully and when I am through do them right after me.”’ He then taps 
the Knox cubes at the rate of one per second beginning at his left illustrating 
with pattern I. The examiner motions to the subject to begin tapping using 
cube near subject. If the subject begins tapping at his left, the examiner demon- 
strates again until the subject understands that he is to begin at his right. The 
examiner repeats, if necessary, with pattern 2. No help is given after pattern 2. 
Credit is given for patterns 1 and 2 no matter how long it takes the subject to 
understand them. The test is discontinued after the subject fails three con- 
secutive patterns. 

Knox Cube Backward. KCB is administered immediately after KCF. The 
administration is essentially the same as with KCF. The examiner says, ‘“‘I am 
going to tap some more blocks. But this time when I am through, I want you to 
tap them backwards.” 


The two tests are repeated again at the end of the examination. The score for 
each test is the average for the two trials. 


SUBJECTS 

Our subjects consisted of one hundred children ranging in age from four years 
four months to nine years seven months. The mean age of these children was 78 
months with a SD of 9.51. These children were candidates for admission to all day 
Yeshiva schools as well as classes for intellectually gifted children. They were normal 
children referred to the Educational Advisement Center of Yeshiva University for 
routine determination of intellectual level. The average IQ was 120.4 with a SD 
of 19.5. 

ReEsvtLts AND Discussion 

The reliability of KCB (test-retest method) is .88. Table 1 presents the correla- 
tions of KCB with other tests. It may be noted that the correlation between KCB 
and DB is somewhat higher than that between KCB and DF. 


TasBiLe 1. KCB Corretations Witu OrHer Data 


Measures KCB 


MA (Binet) .60 
MA (Goodenough) .64 
Knox Cube Forward 51 
Digits Forward .49 
Digits Backward 54 
CA .79 


Table 2 presents tentative MA’s for KCB scores. It is based upon a smoothed 
curve of IXCB score means for CA’s of 75 children of the group. 
It will be noted that Table 2 has MA equivalents for only six age groups: four years 
nine months to seven years three months. In view of the fact that our group was 
atypical “*), and we had an inadequate number of cases, the table is tentative. 

Clinically, the variable performance (scatter) on the test gives valuable clues to 
fluctuating attention. We found that any discrepancy of more than two score points 
between subject's performance and mean score for his age was indicative of some 
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THE KNOX CUBE BACKWARD (KCB) AS A PERFORMANCE TEST 


Tas_e 2. TENTATIVE MA’s ror KNox CusBEe BacKWARD 


Mental Ages N KCB Score 





4 yrs. 9 mo. 8 2.5 
5 yrs. 3 mo. 13 5 
5 yrs. 9 mo. 26 .O 
6 yrs. 3 mo. 12 .o 
6 yrs. 9 mo. 5 .O 
7 yrs. 3 mo. 8 .0 


maladjustment. KCB will also usually detect an individual with below average gen- 
eral intelligence. However, the mere fact of having a KCB score below average does 
not per se indicate below average mental ability. 

According to Pintner“*), XCF “measures concentration of attention to a con- 
tinuously varying task.’”’ Arthur feels that this test measures ‘attention span 
(or memory span).” She indicates that the Knox cube test’s ability in identifying 
individuals with general mental defect can be expected if one accepts Spearman’s 
postulate of the close relationship existing between general intelligence and ability 
to attend’. Kent“! feels that ACF requires a certain type of visual memory which 
is analogous to auditory memory required for repeating digits forward. Watson @?? 
states that KCF measures attention and possibly memory. The present writer is of 
the opinion that KCB measures attention and visual imagery, and that successful 
performance also requires visual motor coordination. 


SUMMARY AND CONCLUSIONS 


The Knox Cube Backward (IXCB), a revision of the Knox Cube test, was ad- 
ministered to one hundred normal children who had a mean age of 78 months and a 


mean IQ of 120.4. The reliability coefficient of KCB was found to be .88. Other sig- 
nificant correlations were: IKCB and Binet MA .60; KCB and Goodenough MA .64; 
KCB and CA .79; KCB and KCF .51; KCB and DB .54. A tentative table of MA’s 
for KCB scores was set up which was found to be clinically useful. 
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A STUDY OF ACTION IN THE FANTASY OF PHYSICALLY 
HANDICAPPED CHILDREN 


T. W. RICHARDS AND RUTH LEDERMAN 


Louisiana State University 


PROBLEM AND PROCEDURE 


Utilizing the Levy Movement Blots, a relatively untried technique designed 
primarily to elicit movement fantasies, this study compares a group of ‘normal”’ 
children with children who were severely handicapped physically. The subjects 
consisted of 66 handicapped ebildren (42 boys and 24 girls), who for purposes of a 
complete therapeutic and educational program, were pupil-patients at the Illinois 
Children’s Hospital School in Chicago. This means that they were somewhat selected 
on the basis of (a) apparent educability and (b) seriousness of handicap. The age 
range was from 6 years 9 months to 21 years 2 months with a mean age of 13 years 3 
months; 29 patients were preadolescent, 37 adolescent. Range in 1Q was from 61-138, 
with a mean of 96.5. 

By diagnostic classification, 84 per cent of the group fell within five categories: 
poliomyelitis (24 per cent), cerebral palsy (22 per cent), paraplegia (21 per cent), 
muscular dystrophy (10 per cent), and Still’s disease, chronic joint infection (7 per 
cent). The remaining cases (16 per cent) were amyotonia congenita, osteogenesis im- 
perfecta, dermatomyositis, Friedrich’s ataxia, dystonia musculorum deformans, acro- 
cephaly and spinal palsy. On the basis of pediatric evaluation, classification was 
made also into categories of affliction after infancy (59 per cent of the group) and 
before or during infancy (41 per cent). The control group consisted of 25 children 
(16 boys, 9 girls; 11 pre-adolescent, 14 adolescent) who also lived in an institution, 
an orphanage. They were making a good adjustment to the school situation and 
considered of average mental capacity. 

The stimulus material—the Levy Movement Blots—consists of seven bilaterally 
symmetrical achromatic photographs of fingerpaintings. The first design is given to 
the subject with the instructions: ““These cards show people doing something. Tell 
me what they are doing.” After its first presentation, Card 1 is presented twice in 
different positions; it is then followed by Cards 2, 3, 4, 5, 6 and 7, and finally by Card 
1 again in its original position. 

Responses were recorded verbatim and rated according to three characteristics 
which are the main variables in this study: energy of movement, social cooperation, 
and activity-passivity. Energy was rated on a seven-point scale from minimal (sleep- 
ing, lying down) to maximal (jumping, climbing, doing somersaults). Cooperation, 
also rated on a seven-point scale, was low for antagonism or conflict between figures 
and high for positive social activities such as persons dancing together or building 
something together. The activity-passivity variable, utilizing a four-point scale, gave 
minimal value to action originating in the environment (being cut, hurled, etc.) and 
maximal value to active force against the environment (pushing, etc.). 


RESULTS 


While a large number of comparisons were made between the performances of 
different sub-groups, attention is given in this report to basic differences (a) within 
the control group between sexes and between adolescents and pre-adolescents, (b) 
between the control group and the handicapped group in toto, and (c) between three 
major sub-groups of the handicapped. The data in Table 1 (first two rows) show 
that the fantasies of boys in the control group are slightly more active, energetic, 
and cooperative in nature than those of the girls; they do not differ with statistical 
significance, however. Comparison of the ratings of fantasies of younger children 
with those of adolescents (second two rows of Table 1) shows a slight difference 
favoring the older group for activity, energy, and cooperation but, again, the differ- 





A STUDY OF ACTION IN THE FANTASY OF PHYSICALLY HANDICAPPED 


TaBLe 1. Comparison oF Enpercy, COOPERATION AND Activity ScoORES FOR CONTROL AND 
HANDICAPPED Groups. 











Cases Energy | Cooperation Activity 
Group No. Mean’ Sigma Mean’ Sigma Mean Sigma 


ConTROL 


Males j 5.6 6% 5 2.71 | 3.65 .66 
Females | 5.¢ oe | 1.28 3.5 06 
Preadolescents 5.16 “4 | oe 85 
Adolescents } 5.8 2.6 ). 2.8 } 3.8% .85 


51 





Total Control 25 








HANDICAPPED 


| 
Poliomyelitis | 75 


3! 6: 4! 4 | 27% ‘Ol 
25 4 2.6 93 
79 


.92 


Cerebral Palsy 

Early Afflicted 

Late afflicted 
Total Handicapped 





ences are too small to be of statistical significance. On the basis of this small sample 
we may conclude that age and sex differences within this age range are negligible. 

Comparing the whole control group with the total group of handicapped child- 
ren, it is found that the fantasies of the handicapped children are rated consistently 
lower for all movement variables. The difference of greatest significance statistically 
is their lesser activity (t=2.72, p .01 level of confidence), while cooperation is also less 
(t=2.14, p .02-.05). Within the group of handicapped children (in Table 1, fourth 
pair of rows), poliomyelitis cases are given higher ratings for activity in their fantasies 
than are cerebral palsy cases (t values were .90, 1.34, and 1.65, indicating slight statis- 
tical significance but suggesting the advisability in further research of increasing the 
number of cases). 

In the fourth and final pair of rows in Table 1 are compared the ratings of child- 
ren whose handicaps occurred early in life with those of children who were afflicted 
after infancy. Here the differences are of greater significance statistically; the group 
later afflicted showing more cooperation (t = 2.20, p .02-.05), activity (t = 2.14, p 
.02-.05), and energy in their fantasies ({ = 1.94, p .05). Actually, the children 
afflicted later in childhood differ very slightly from the control children (no t exceeds 
1.54) while the children afflicted earlier, when compared with the controls, show 
large and significant differences (t values from 2.34, p .02 to 2.80, p .01.). To test 
the assumption that within the handicapped group intelligence might be important, 
the differences in scores for energy of movement in fantasy was determined for children 
of 110 IQ or better, and of 109 IQ or lower; the difference favored greater energy for 
the brighter children, but with ¢ of 1.00, was too slight to be of statistical significance. 


SUMMARY 


Summary of the findings reported would suggest that, so far as the groups used 
here are adequate samples of their réspective populations: 


1. In “normal” children there are no demonstrable influences on movement 
fantasy attributable to age or to sex. 


2. Compared with the handicapped, ‘‘normal’’ children of similar ability are 
more active (rather than passive) in their movement projections, and the degree of 
interpersonal cooperation (rather than isolation or conflict) is greater. 


3. Among the handicapped children, brightness per se seems relatively un- 
important; those whose affliction dates from birth or soon afterward are less pro- 
jective of movement in fantasy than those afflicted later. Their projected movement 
has a lesser degree of human cooperativeness; more passive, it is of lesser vitality. 





THE SHIPLEY-HARTFORD SCALE AND THE PORTEUS MAZE TEST AS 
MEASURES OF FUNCTIONING INTELLIGENCE 


HOWARD J. BENNETT 
Hastings (Minn.) State Hospital 


PROBLEM 


It was noted in dealing with hospitalized patients that the Porteus Maze Test 
(PM) and the Shipley-Hartford Scale (S-H) frequently gave rise to apparently in- 
consistent findings. Furthermore, it was often noticed in the same population that 
whereas certain patients scored at certain levels on the S-H, clinical behavior indi- 
cated that their social adaptability and their ability to plan ahead constructively in 
the handling of everyday problems was for some patients above and for others below 
the functioning level indicated by the S-H. It was therefore suggested that a test 
which is supposed to reflect the latter trait be compared with the S-H to see what 
relationships could be discovered. 


METHOD 


Fifty patients were tested with both the S-H® and the PM“. These fifty 
patients were between the ages of 14 and 53 and consisted of 23 males and 27 females. 
The average age was 33.44 years. These represented all new admissions to the Hast- 
ings (Minn.) State Hospital during the period of the study who were between the 
above mentioned ages, and who were testable with the two tests in question. Also 
included were referrals from the medical staff during that period for psychological 
evaluation. 

The standard methods of administration and scoring were used on both tests, 
except that the PM Qualitative score was modified to the extent that only cut corn- 
ers, crossed lines, lifting of pencil, wavy lines, and wrong directions were the items 
scored. Each of the above were weighted as described in“. The other items were not 
used. The Vocabulary, Abstractions, and Total score on the S-H were calculated, as 
well as the CQ. These were each correlated with the Quantitative and Qualitative 
scores of the PM. In this manner eight correlations were obtained. 


RESULTS 


Table 1 gives the correlations between the four scores of the S-H and the two 
scores of the PM, together with their significance levels. 


TaBixe 1. CoRRELATIONS BETWEEN THE Four Scores OF THE SHIPLEY-HARTFORD AND THE Two 
Scores OF THE PortEus Maze Test 








Shipley-Hartford Scores 

Porteus 
Maze | Vocabulary 
Scores 





| Abstractions | C.Q. 





Quantitative 34 .38 21 43 
(.02<p<.05)* | (001<p<.02) | (p.> .10) (p<.001) 


(.05 <p<.10) (p> .10) 


| | 
Qualitative | .20 -.16 -.25 .00 


p> .10 | p> .10 


*Significance levels are given for all correlations. 





The two best correlations are the PM Quantitative score with the S-H Total 
score (.43) and with the S-H Abstractions (.38). The only other significant correla- 
tion (.34) is between the PM Quantitative score and the S-H Vocabulary. Those cor- 
relations between the S-H and the PM Qualitative score are very low and not signi- 
ficant. 
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DISCUSSION 


On the basis of the relative sizes of the correlations of the present study, it ap- 
pears that the factors which enter into the ability to solve the Porteus Maze tests are 
more directly related to those factors which enter into the handling of abstract prob- 
lems and to total functioning than to the factors involved in the Shipley-Hartford 
vocabulary level or the relationship between the Vocabulary and Abstractions sub- 
tests. Assuming, therefore, that both of the tests measure what they are purported 
to measure, one can say that the ability to plan ahead constructively in meeting 
simple everyday problems has a low positive but significant correlation with the 
ability to handle abstract concepts, and also with an estimate of total intellectual 
functioning. The PM Quantitative score appears to be more a measure of reasoning 
ability than a measure of reasoning efficiency. The PM Quantitative score is more 
influenced by reasoning ability than by vocabulary level, i.e., the measures of prob- 
lem-solving are more highly related. Correlations with the PM Qualitative score 
suggest that the factors leading to careless production have little relationship to 
intellectual measures. The PM Quantitative score is so dependent on ability level 
that it does not correlate with a relative measure of efficiency, the CQ. However, 
this score is less related to capacity than to level of present functioning. 


SUMMARY 


To study the relationship between the two tests, fifty consecutive referrals at 
Hastings (Minn.) State Hospital were given the Shipley-Hartford Test and the 
Porteus Maze Test. Correlations between the Shipley-Hartford vocabulary, ab- 
stractions, total, and CQ scores, and the Porteus Maze Qualitative and Quantitative 
ecores indicate the following: 


1. PM Quantitative score correlates most highly with the Shipley total score, 


abstractions, and vocabulary, in that order. These correlations are moder- 
ate and significant. 


The Porteus Maze scores do not correlate with the Shipley CQ, a relative 
measure of functioning efficiency. 


Since the PM Qualitative score did not correlate significantly with any of 


the Shipley scores, it appears that carelessness has little relationship with 
intellectual functioning. 


A’ discussion of the results suggested that, while the two tests measure different 
things, one factor they measure in common is absolute level of present intellectual 
functioning. 
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THE USE OF THE BENDER GESTALT TEST WITH EPILEPTIC 
CHILDREN 


MERVILLE C. SHAW AND WILLIAM M. CRUICKSHANK 
Chico (Calif.) State College Syracuse University 


PROBLEM 


The Bender-Gestalt Test has often been used as a means of diagnosing the exist- 
ence of cortical involvement. Until the development of more objective scoring cri- 
teria by Pascal and Suttell °), however, the evaluation of such protocols has depended 
solely upon the skill of the clinician. From a research point of view it is still a question 
as to what types and degrees of cortical involvement are detectable through the use 
of this instrument. The present study is intended to give a partial answer to this 
question. 


MeEtrHop 


A group of twenty-five institutionalized idiopathic epileptic children was match- 
ed with a group of twenty-five institutionalized non-convulsive children on the 
basis of age, sex and intelligence. Individual matching techniques were used, and 
the groups are highly similar in chronological age and in intelligence as measured by 
the 1937 Revision of the Binet Scale. No children were included in either group who 
suffered from uncorrectable sensory or motor defects. No children were included in 
the control group whose case histories indicated any evidence of possible brain 
damage. 

The Bender-Gestalt Test was administered to the fifty children according to 
standard procedure. Immediately following the administration of the test the pro- 
tocols wére scored by the examiner according to the criteria set up by Pascal and 
Suttell. The tests were rescored after an interval of one to two months. The ¢ test 
was then applied to the total scores of the two groups and also to the configuration 
score. 


RESULTS 


Analysis of the total scores of the Bender-Gestalt Test through use of the t test 
indicates that there is no significant difference between mean scores of the two groups 
dealt with in this study. This would indicate that the Bender-Gestalt Test does not 
differentiate between the two groups on the basis of total score. In addition to the 
analysis of the total score, a separate study of the configuration score was made. 
Results of the ¢ test indicate that a difference between the two groups significant at 
the 2° level of confidence exists. With this result in mind, it would seem that a real 
difference exists between the epileptic and control subjects in the placement, size, 
and order of the designs on the paper. Table 1 summarizes the results of the Bender- 
Gestalt Test. 

These results are essentially different from the results obtained on this instru- 
ment by other groups of brain damaged persons. Basing a prediction upon past re- 


TaBLeE 1. SuMMARY OF RESULTS OF THE BENDER-GESTALT TEST 





Means 
ve Level of Degrees _ 
Criterion Signifi- of 


Experimental Control 
cance of t 


Freedom Group Group 


Total Bender- 
Gestalt Score 1.1968 20-30% 24 68.36 


Configuration 
Score Only 2.4095 2¢ 24 8.00 
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search we would have expected to find significant differences between these two 
groups. The answer may lie in the statement by Pascal and Suttell®: »- © to the 
effect that, ‘‘Performance on the B-G test then, is not always able to suggest damage 
to the cortex, but when it does, it seems to indicate damage of a serious nature’. We 
can probably assume that when they speak of damage of a serious nature, they refer 
more to the extent and severity of the actual lesion than to the symptoms produced 
by it. In idiopathic epilepsy the damage to the cortex is not of a gross nature, even 
though the effects are serious, hence the Bender-Gestalt does not reveal the existence 
of damage of this sort. 

Bender has little to say about the performance of epileptics on this test. She 
cites one case of epilepsy, but the record was obtained during a post-epileptoid con- 
fusional state, and in the present study every attempt was made to see that patients 
had not suffered a convulsive attack for twenty-four hours prior to the administra- 
tion of any tests, so the results are not comparable. At another point in the same 
reference she states, ‘““Confusional difficulties with disorientation, with essential 
difficulties in spatial orientation of configuration on the background may occur with 
epilepsy or other conditions.’’ No absolute comparison of the present groups on this 
specific criterion could be made, but the configuration scores of Pascal and Suttell 
seems roughly similar and present results would seem to bear out Bender’s conclusion. 
Whether or not this is a differential diagnostic sign indicating the presence of epilepsy 
is as yet undetermined 


SUMMARY 


The overall results of this study would seem to indicate that while the epileptic 
subjects experienced no more difficulty than the control subjects in drawing the 
figures, they did have a more difficult time in placing the figures on the paper, in 
spacing them, and in making them the proper size. This might suggest that the 
epileptic subjects can adequately perform a simple visual-motor task, but that they 
find it difficult to integrate the subparts in a harmonious fashion. This difficulty 
cannot be said to be due to the fact that the background causes confusion since the 
original background is only a blank piece of paper. Some authors have concluded 
that it is the presence of a confusing background, per se, which results in the percep- 
tual difficulties found in brain damaged persons’. From the present results we might 
infer that it is not the confusing background which results in misperception, but an 
inability to organize thought processes in what might be considered an orderly 
fashion. 
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PICTURE-FRUSTRATION STUDY NORMATIVE DATA FOR SOME 
CULTURAL AND RACIAL GROUPS 


J. L. MC CARY 


University of Houston 


PROBLEM 


Norms for the Adult Form of the Rosenzweig Picture-Frustration (P-F) Study 
have been published previously“: *). The original norms were based upon 874 
normal subjects, with about equal numbers of males and females ranging in age from 
14 through 80. While the data were presented for males and females and the data 
for the males further broken down for two levels according to occupation, no pro- 
vision was made for age differences. The revised norms were based on 460 normal 
adults, with about equal males and females ranging from age 20 through 29. Data 
were presented for the sexes but not for occupational, academic, or other differences. 


SAMPLE GROUP 


Studies“: *) have shown the importance of the age, sex, race, and geographic 
habitat of the subjects in considering normative data for the P-F. In the present 
study there were 631 junior and senior high school students ranging chronologically 
from 14 to 22 years of age with a mean age of 17.5 years. Two hundred and seventy- 


TABLE 1. MEANS AND STANDARD DEVIATIONS FOR NORTHERN AND SouTHERN, NEGRO AND WHITE. 
MALE AND FEMALE HiaGu ScHoo. STUDENTS ON THE ADULT P-F Srupy. 








Groups 


E 


M 


OD 


ED NP 


GCR 





Southern White Males 
N =146 Mean 
8.D. 


Southern White Females 
N=91 Mean 
8.D. 


Southern Negro Males 
N =46 Mean 
8.D. 


Southern Negro Females 
N =73 Mean 
8. 


Northern White Males 
N =108 Mean 
8.D. 


Northern White Females 
N =80 Mean 
8.D. 


Northern Negro Males 
N =57 Mean 
8.D. 


Northern Negro Females 
N =30 Mean 
8.D. 


Total Subjects 
N =631 


Mean 
S.D. 





30.51 


18.00 


54.68 
11.46 


27.28 
10.80 


29.23 
9.11 


29.82 


13.38 


26.37 
9.38 


33 
63 


28.79 
1 


75 
9.74 


21.50 
10.90 


27.52 


10.78 


64.34 
13.80 


13 


2.60 


4.02 
14 


55.63 
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five subjects (Northern) were chosen from a single Pittsburgh, Pennsylvania, high 
school where Negro and white students attended the same school. Of these subjects, 
there were 30 Negro females, 80 white females, 57 Negro males, and 108 white males. 
The remaining 356 subjects (Southern) were selected from the Negro and white high 
schools of Austin, Texas. Of these subjects, there were 73 Negro females, 91 white 
females, 46 Negro males, and 146 white males. 


RESULTS 


Table 1 shows the mean scores and standard deviations for each of the eight 
sub-groups for Extrapunitiveness (E), Intrapunitiveness (I), Impunitiveness (M), 
Obstacle-Dominance (O-D), Ego-Defensiveness (E-D), Need-Persistance (N-P) 
and Group Conformity Ratio (GCR). 

A survey of the table indicates certain general trends of the specific groups when 
compared with the total group on the direction and type of aggression and on group 
conformity. Previous studies “: *) have shown the significance of the differences 
among various sub-groups on the different categories. The most significant findings 
were between Northern and Southern groups, wherein the northern group was more 
extrapunitive and the southern group more intropunitive and impunitive; between 
the Negroes and whites, wherein ‘‘the northern Negroes (both males and females) 
reacted with more extrapunitiveness and less impunitiveness than did the northern 
whites, and the same was true with the southern Negro women when compared with 
southern white women. The southern Negro men, however, were more passive and 
blame-avoiding than the southern white men”; and between males and females, 
wherein women were found to be more conforming. 

The results of this study give normative data, in terms of means and standard 
deviations, for the eight sub-cultural groups used. The age range (14-22) and mean 
age (17.5) of the groups should be considered in the use of these data. 


SUMMARY AND CONCLUSIONS 


The Rosenzweig Picture-Frustration Study was administered to Northern and 
Southern, Negro and white, male and female high school students ranging in age from 
14 to 22 years. The results indicate that there are differences in both the direction of 
aggression and in the type of reaction to frustration shown by the present geographic, 
sex, and racial groups. The findings of the present study also differ from those of 
Rosenzweig’s original and revised normative groups. 

The significance of the present study seems to lie in a re-emphasis of the im- 
portance of considering multi-factor influences before establishing normative mat- 
erial which is expected to apply equally well to more than one specific group of sub- 
jects. It would appear that separate normative data should be obtained for various 
geographic, racial and sex groups. Additional attention may well be warranted for 
socio-economic status, intelligence, and other factors within the sub-groups. 

The data presented in the present paper can be used as normative data for the 
specific sub-groups, but should not be considered as applicable to other groups. 
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PREDICTION OF INTELLIGENCE FROM CERTAIN RORSCHACH 
FACTORS 


BENJAMIN FIELDING AND FRED BROWN 


The Mount Sinai Hospital 
New York, N. Y. 


PROBLEM 


Using the Wechsler-Bellevue and Rorschach records of 400 patients from a 
Veterans Administration Mental Hygiene Clinic, Newark, New Jersey, Abrams“ 
devised a formula for the prediction of intelligence on the basis of the Rorschach. 
The four Rorschach factors employed were M, F+, W and R, these being considered 
by Rorschach the factors most related to intelligence. The formula Abrams devised 
was: 
2a + 17b + 9c + 2d 
—_—_—__—__—_——__—— + 76 

10 
where a_ is the Rorschach F+% 

b is the number of acceptable M’s 

cis the number of acceptable W’s 

d_ is the total number of responses (R) 

X is the estimated measure of intelligence equivalent to the Wechsler- 

Bellevue Full Scale IQ 


Because Abrams’ findings showed greater promise for precise prediction than those of 
previous investigators in this area, it was decided to test the effectiveness of his 
formula on material gathered from patients in the I ivision of Psychology at the Mt. 
Sinai Hospital, New York City. The application of the formula to 20 cases selected 


at random resulted in certain discrepancies between the obtained Rorschach 1Q’s 
and Wechsler-Bellevue IQ’s and raised the following questions: (1) What effect does 
an M of zero or above 3 have upon the reliability of Abrams’ formula, (2) how re- 
liable is the use of the formula when the 1Q is below 90 or above 110, and (3) is the 
formula equally reliable for psychoneurotic and psychotic groups? 


PROCEDURE 
To answer these questions, 107 cases were selected from a group of 200, the latter 

having been selected from every fifth record in more than 1,000 records available at 
the \.t. Sinai Hospital. Selection of the 107 cases was based on proportionate repre- 
sentation of the groups where IQ is below 90, average, and above average, in addition 
to having an almost equal number of psychoneurotic and psychotic cases, for whom 
complete Rorschach and Wechsler-Bellevue records were available. The median full 
1Q for all cases is 104.4. For psychoneurotics, the median full 1Q is 105.6, and for 
psychotics, 97.3. In accordance with the specific questions to be answered, this 
group was then divided into: 

a. psychone rotics 

b. psychotics 
c. those with Wechsler-Bellevue IQ’s below 90 
d. those with Wechsler-Bellevue IQ’s above 110 
e. those with Wechsler-Bellevue IQ’s between 90 and 110 
f. those with an M of zero 
g. those with M greater than 3 


RESULTS 


Pearson product-moment coefficients of correlation were computed between the 
Rorschach 1Q’s obtained with Abrams’ formula and the Wechsler-Bellevue IQ’s for 
each group, with results shown in fig. 1. 
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Fic. 1. Corre.tation Corrrictrents BETWEEN RorscHACH AND WECHSLER-BELLEVUE EstTIMATES 
OF INTELLIGENCE 








Group Description Y Pearson r Significance 
a. Total group 51 01 
b. Psychoneurotics 56 64 01 
c. Psychoties 48 01 
d. W-B 1Q below 90 ‘ . .01<>0.5 
e. W-B IQ above 110 7 not significant 
01 





f. W-B between 90 and 110 


g. M of zero : a 5 .01<> 05 
h. Megreaterthan3 | : 01 





From the above table, it is evident that Abrams’ formula was most reliable for 
predicting the intelligence of the patients whose M exceeded 3. Furthermore, it 
showed a significant correlation with the Wechsler-Bellevue for the total group and 
when this group was divided into psychoneurotic and psychotic patients. There was 
least agreement with the Wechsler-Bellevue, on the other hand, for the groups whose 
1Q’s fell below 90 or above 110, and whose M was zero. 


Discussion 

The results seem to indicate that, although the formula is as reliable for psycho- 
tic patients as for psychoneurotics, and although it shows considerable agreement 
with the Wechsler-Bellevue when large groups are used, it is most predictive in those 
cases where M exceeds three. This might be explained easily if previous studies ®: ® 
had found M to be most closely related to intelligence (r = .70). However, since 
such studies have not found such a high correlation, it is more logical to assume that 
the particular weight given to M in Abrams’ formula raises the correlation. If this 
is so, it also explains the relatively low correlation which occurs when M is zero. 

Abrams’ statement that his formula may not hold for mentally deficient groups 
is supported by the findings of the present study. In fact, from these results it ap- 
pears that the formula holds at all effectively only for those groups whose IQ’s fall 
between 90 and 110 and cannot be counted upon even for those whose functioning is 
borderline. Supporting this conclusion is the fact that among the cases utilized for 
the present study, only three obtained 1Q’s below 70 when Abrams’ formula was 
applied. 

Considering these findings, it must be concluded that Abrams’ findings, though 
more precise than any heretofore, are still so circumscribed that, in actual practice, 
they may contribute little more in the way of accuracy to psychologists’ “intuitive” 
estimates of intelligence on the basis of the Rorschach than previous studies have 
done. When large groups are utilized for purposes of research and combined cor- 
relations are obtained, the results may be impressive. However, when single cases 
are being evaluated in which, for example, the IQ is above or below average or in 
which M is zero the formula becomes relatively unreliable. 


SUMMARY AND CONCLUSIONS 

Abrams’ formula for obtaining an intelligence quotient from Rorschach deter- 
minants M, F+, W and R was tested on 107 cases comprising an equal number of 
psychotic and psychoneurotic male patients. The results indicate that the formula 
is satisfactory for those groups whose W-B 1Q’s fall between 90 and 110, and for 
those Rorschachs in which M is greater than 3. Borderline patients, those brighter 
than 110, and those with M inhibition in the Rorschach cannot be evaluated re- 
liably by means of the Abrams formula. 
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COMPARISON DATA ON THE WECHSLER-BELLEVUE AND THE WAIS 
DAVID COLE AND LOIS WELEBA 
Occidental College 


PURPOSE AND METHOD 


The appearance of the Wechsler Adult Intelligence Scale makes it desirable to 
ascertain as quickly as possible the quantitative relationships which may be expected 
between the new instrument and its predecessor the Wechsler-Bellevue, Form I. The 
purpose of this paper is to report such relationships in the records of forty six college 
students who were administered both tests. The subjects ranged in age from 19 to 
29 years. Thirteen of the subjects took the WAIS first, followed by the Wechsler- 
Bellevue. This order was reversed for the others. 


RESULTS 

As would be anticipated, the subjects were of superior intelligence and repre- 
sented a limited range of IQ scores. The scores ranged from 105 to 143. It must be 
recognized that this restriction of IQ range is of importance in evaluating the results 
which follow. 

The mean IQ scores on the first administration, irrespective of whether it was 
the Wechsler-Bellevue or the WAIS were: verbal 125; performance 123; full scale 127. 
Practice effects, significant at beyond the .01 level were evidenced for all three IQ 
scores, upon administration of the second test. Mean scores for the second adminis- 
tration were: verbal 127; performance 130; full scale 130. It will be noted that the 
greatest practice effects were found on the performance scale. 

Correlations between IQ scores for the two tests were: verbal .87; performance 
.12; full seale .52. Despite the limited IQ range, such a low correlation on the per- 
formance scale had not been anticipated. It was unrelated to the general IQ level, 
or to time factors between tests, or to the sequence in which the tests were given. It 
was unimportant whether both tests were given by the same person. Twenty three 
of the cases were handled directly by the authors of this paper, while for the other 
twenty three the tests were administered by students in training. There was some 
evidence that the students in training obtained more consistency in performance 
IQ scores than was true for the more experienced testers. All forty six cases were 
scored by the senior author. Evidence is presented in Table 1 to illustrate the 
greater variability of results on the performance scale. 


TaBLe 1. Mean IQ CuHance Between WAIS anv 
WECHSLER-BELLEVUE 


Scale Change in Sigma 
1Q Points 


Verbal 3.76 
Performance 9.12 
Full Scale 5.17 





In an attempt to further understand the low correlation on the two performance 
scales, correlations were made between verbal and performance IQ on each test, and 
also between verbal and performance scales of the tests administered first, irrespect- 
ive of whether they were the WAIS or Wechsler-Bellevue. A similar check was made 
of those administered second. These results are presented in Table 2. It will be noted 
that low correlations between verbal and performance IQ are the rule, particularly 
on the Wechsler-Bellevue. The higher correlation of the scores for the second ad- 
ministration is largely a result of the fact that the WAIS was more often given second. 





COMPARISON DATA ON THE WECHSLER-BELLEVUE AND THE WAIS 
TaBLE 2. CORRELATIONS BETWEEN VERBAL AND PERFORMANCE IQ. 


WAIS .33 
Wechsler-Bellevue .14 
First tests administered 06 
Second tests administered 36 


Consideration was also made of comparative results on sub-tests in the follow- 
ing observations: 

1. Weighted scores on Comprehension and Vocabulary ran significantly higher 
on the WAIS. This was independent of practice effects. It is of particular interest 
in view of the fact that the Vocabulary scale for the WAIS represents an entirely new 
list. The words near the end of the list appeared consistently more familiar to our 
subjects than was true of the more difficult words on the Wechsler-Bellevue. 

2. Practice effects were particularly notable on the Picture Arrangement, Ob- 
ject Assembly and Digit Symbol sub-tests. By contrast, no practice effects were 
measurable on Digit Span, despite the fact that the items are the same for both 
scales. 

3. Considerably greater variability was found for Picture Completion, Object 
Assembly and Digit Symbol, on the WAIS. This was probably a result of these hav- 
ing been lengthened on the new test. 


SUMMARY 
Forty six college students were administered both the WAIS and the Wechsler- 
Bellevue. High correlations were found on the verbal scales, but a very low correla- 
tion on the performance scale. The limited range of IQ scores involved may influence 


results. Observations on comparative results for the different sub-tests are made. 


PERFORMANCES OF HOSPITALIZED PSYCHIATRIC PATIENTS ON THE 
KENT EMERGENCY TEST AND THE WECHSLER-BELLEVUE 
INTELLIGENCE SCALE! 


RALPH ROBINOWITZ 
Norfolk (Nebr.) State Hospital 


PROBLEM 


Following other studies of the relationship between scores on the Kent Emerg- 
ency Scales (EGY) and scores on each of several individual intelligence scales, 
Delp“? explored the relationship between scores on the Kent and scores on the 
Wechsler-Bellevue Intelligence Scale, Form I. Because previous studies had not 
dealt with large groups of normal populations, he selected classes of average high 
school pupils and college students as subjects. Comparing Kent raw scores with 
Wechsler full scale weighted scores yielded a Pearson product-moment r of .652. A 
comparison of the Kent scores with the Wechsler verbal scale weighted scores 
yielded an r of .617, and with the performance scale weighted scores, an r of .494. 

While such data on large samples of normal populations are of value, no com- 
parison is available between Kent and Wechsler correlations for the normal popula- 


‘Appreciation is expressed to Dr. Walter G. Klopfer for his helpful suggestions regarding this 
study. 
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tion and those for hospitalized psychiatric patients. In spite of this lack of informa- 
tion, patients in many psychiatric hospitals are routinely administered both scales: 
the Kent by the physician as part of a standard mental status examination ©), and 
the Wechsler by the psychologist. 


PROCEDURE 


The fifty most recently admitted patients to a public psychiatric hospital, who 
were able to be given both the full scale Wechsler-Bellevue Intelligence Scale, Form 
I, and the Kent EGY, were selected as subjects. No attempt was made to select the 
subjects on any basis except the chance time of their admission. In all, thirty-two 
males and eighteen females, ranging in age from sixteen years to eighty-five years 
(mean age, thirty-five years) comprised the group. The mean full scale Wechsler IQ 
of the group was 92.4, and the range was from 64 to 137. 

On admission to the hospital, each patient was given the Kent by the examining 
physician, as part of the standard psychiatric examination®?. In addition, a full 
scale Wechsler was administered to the patient, at this time, by a qualified psy- 
chologist. Correlations were computed between Kent raw scores and Wechsler (a) 


full scale weighted scores, (b) verbal scale weighted scores, and (c) performance scale 
weighted scores. 


RESULTS 


Correlations between Kent raw scores and Wechsler weighted scores for the 
hospitalized psychiatric patients were: Kent and Wechsler full scale, r = .694; Kent 
and Wechsler verbal scale, r = .627; Kent and Wechsler performance scale, r = .592. 
In general, the results obtained for hospitalized psychiatric patients are in close 
agreement with those obtained from normal populations”). The correlations ob- 
tained are in most cases below, and in no case, significantly above, the correlations 
reported when any of the Wechsler subscales are compared with the Wechsler full 
scale, for normal subjects“: *. 

Even the moderate relationship found between the two instruments cannot be 
taken at face value, however. The IQ computed from the Wechsler weighted score 
takes account of a lowering of weighted scores with age; whereas, the mental age 
computed from Kent raw scores does not. In addition to the question of range of 
intelligence previously stated as a limiting factor, the question of age of subject 
must be considered in any attempt to compare scores on the two instruments. 


SUMMARY 


Fifty unselected hospitalized psychiatric patients were given the Kent EGY 
(by the examining physician) and the full scale Wechsler-Bellevue Intelligence Scale, 
Form I (by the psychologist) on their admission to a public psychiatric hospital. 
While a moderate relationship was found between scores on the two scales, it was in 
no case greater and in most cases less than the correlation found for normal subjects 


when scores on any of the Wechsler subscales are compared with Wechsler full scale 
scores. 
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EDITORIAL OPINION 





PSYCHOLOGICAL COMPETENCE AND WISDOM 

Every so often, science effects a major breakthrough in solving problems block- 
ing the advancement of knowledge. When this occurs, it forces reorientations in 
theory and practice even to the point of invalidating standard methods of time and 
place. Scientific progress has occurred so rapidly since 1900 as to require constant 
revision and expansion of the body of established fact which all clinicians must 
utilize in their work. In psychological science, new developments are accumulating 
so rapidly as to render outmoded the competence of any clinician who does not con- 
stantly acquire new sophistication and skills. Needless to state, this imposes a con- 
stant responsibility to keep up with the literature in order to maintain professional 
practice according to the best standards of time and place. 

Many students and even graduate clinicians react to this situation with anxiety 
symptoms generated by their insecurity over being unable to keep abreast of the 
times. Others make little effort to keep up with recent developments, utilizing de- 
fensive rationalizations to justify dependence on outdated practices. One of the 
most common questions directed to your editor in his travels across the country by 
students and clinicians has been: “‘Is it possible for clinical psychologists to acquire 
proficiency in all the basic and applied sciences in our own and related disciplines?” 
Our answer has always been: ‘‘Yes, it is not only possible but obligatory to maintain 
proficiency in all the behavior sciences.”’ The analogy between professional standards 
in medicine and psychology is very close. Both psychology and psychiatry are 
““master’”’ sciences requiring for their mastery, a comprehensive knowledge of all 
basic and applied behavior sciences. More than any other specialties, these deal 
with the global organism and must be able to deal with all levels of organization of 
personality integration. If medical students can be expected to master the funda- 
mentals of all basic and applied sciences, so can students of clinical psychology. This 
may require a complete reevaluation of training programs with greater emphasis on 
broadened educational experiences and less on thesis requirements. 

In our opinion, a major breakthrough has recently occurred in clinical psy- 
chological science in the accomplishments of factor analysis research. The demands 
of eclecticism in science require that there be a quick integration of these findings 
in clinical theory and practice. Psychological diagnosis and therapy must be pre- 
pared to deal with many more factors organizing personality integration than has 
been previously attempted. The clinical methods of the past have dealt with person- 
ality only on superficial levels, skipping sketchily over vast areas of psychological 
space and only occasionally achieving any clinical findings with any diagnostic or 
prognostic validity. There has been too much emphasis on ‘‘rapid”’ or ‘“‘brief’’ meth- 
ods to the exclusion of the intensive studies v hich are actually indicated. This has 
been rationalized on the grounds that only limited resources of personnel, time and 
money were available. Actually, medical experience has shown that the publie will 
pay for intensive workups once convinced of their necessity. Medical patients are no 
longer satisfied with a quick physical examination but demand intensive multi- 
specialty studies in modern medical centers possessing all known diagnostic and 
therapeutic facilities. Such intensive clinical studies are even more indicated in 
clinical psychology and psychiatry because of the complexity of the behavior data 
under study. We predict that the public is willing and able to pay whatever the cost 
of securing the best workup that can be accomplished at time and place. 

All this means that there is no shortcut to psychological wisdom. We are mis- 
taken when we consider a Ph.D. (much less a person with an MA) as a finished pro- 
duct possessing the ultimate quintessence of knowledge. Actually, a Ph.D. is still a 
novice possessing the rudiments of book knowledge but usually totally unskilled in 
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clinical judgment which comes only after years of practice if, indeed, it is ever 
acquired. Probably it is unsophisticated to expect any clinician to acquire much 
wisdom and judgment until age 40 with 15 years or more of practice. Personally, we 
are eternally embarrassed at what we did only yesterday. So slow is the acquisition 
of genuine wisdom and judgment that it behooves all of us to labor ceaselessly 
throughout our professional lives to maintain the constant progress without which 
one must inevitably fall behind. 
F. C. T. 





ANNOUNCEMENT 





EXPANSION OF PUBLICATION FACILITIES 


In response to popular demand for increased publication facilities for longer 
monographs and books in the field of clinical psychology, this Journal has completed 
arrangements to handle a complete line of monographs and books including all 
stages of editorial revision, manufacturing and promotion. There appears to be a 
need for enlarged publication facilities for technical works which are too specialized 
to be accepted by the large commercial publishers who are not interested usually in 
manuscripts which do not have large sales potentials. The publication of highly 
technical books is an highly specialized field which requires intimate knowledge of 
conditions existing within the profession. This Journal has already established a 
successful line of technical publications and is in a position to add others to its list. 


A number of arrangements are available to authors for securing immediate pub- 
lication of manuscripts. Although our resources for subsidizing the entire costs of 
publication are definitely limited, this Journal is able to publish extremely important 
manuscripts without subsidy. For manuscripts of uncertain sales potentials, in- 
cluding those which are so highly specialized as to have only limited sales, we are able 
to offer a cooperative plan in which authors usually will be able to regain any sub- 
sidies advanced by them. Inquiries are solicited particularly from individuals or in- 
stitutions who are able to assume printing costs and who are looking for a publisher 
able to secure widespread distribution within the speciality of clinical psychology. 
It is suggested that arrangements be made within research budgets to provide for 
publication costs for manuscripts which would not ordinarily be accepted under 
existing conditions in regular journals or by commercial publishers. Authors are in- 
vited to communicate with the Editor to discuss publication problems in the field of 
clinical psychology. 
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THE HOWARD INK BLOT TEST 


A NEW PROJECTIVE TECHNIQUE 


Derived experimentally by James W. Howard, Ph.D. 

An individual test consisting of 12 plates 814". x 11’. The blots are 
somewhat larger than the Rorschach and with a wider range of 
stimulating features. Blots of varied colors selected from an experi- 
mental sample of 10,000 blots. 

Not intended to be a parallel test to the Rorschach. Statistical find- 
ings from a ‘‘normal’”’ group show the test to differ markedly from 
the Rorschach in ways which should indicate greater sensitivity. 
Selection and arrangement of blots made on the basis of evidence of 
character, degree and spread of stimulation. 

Data from normative sample indicate more frequent light deter- 
mined responses, higher incidence of color responses with different 
C, CF and FC relationships, more movement responses and fewer 
animal responses. Greater diagnostic sensitivity with wider range 
of response. 


Price: $12.50 [Ojo sctes s 20 extra) 
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